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ABSTRACT 
Pregnancy is a period where profound changes will take place in 
the body. Pregnancy may be complicated by a variety of disorders and 
conditions that can profoundly affect the client and her fetus. The title 
of study “Evaluate the Effectiveness of Video  
assisted teaching programme on gestational diabetesmellitus among 
primi  gravida mothers attending antenatal outpatient department at 
institute of obstetrics and gynaecology and Govt. hospital for women 
and children, egmore, chennai-08”. Diabetes mellitus is the most 
common metabolic complication of pregnancy, illustrates the interaction 
between the physiologic changes of pregnancy and pathophysiology of 
disease. So, it is important to regulate blood sugar, in order to prevent 
from diabetic complications. 
OBJECTIVE: To assess the knowledge regarding self-administration of 
insulin among primigravida mothers with Gestational Diabetes Mellitus.  
To evaluate the effectiveness of video assisted teaching program 
regarding self-administration of insulin among primigravida mothers 
with Gestational Diabetes Mellitus. To compare pre- test and post- 
test regarding self administration of insulin among primigravida mothers 
with Gestational Diabetes Mellitus. To determine the association 
between the knowledge regarding self administration of insulin  among 
selected variables. 
MATERIALS AND METHODS: A Pre-experimental, one group 
Pretest, Posttest design was conducted. A total of 60 samples were 
selected by using purposive sampling technique. Data were collected 
from the primi gravida mothers with GDM ,using a semi – structured 
interview schedule before and after  implementation of the planned VAT  
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program. The data were tabulated and analyzed by descriptive and 
inferential statistics. 
RESULTS: The finding of the study revealed that video assisted 
teaching program has improved the knowledge of self administration of 
insulin among the primigravida mothers with paired t test, p<0.001. 
There is statistically significance in knowledge attainment on self 
administration of insulin among the primigravida mothers shows 
effectiveness of the video assisted teaching.  
CONCLUSION:  This study proved that VAT was immediately 
effective for the GDM mothers attending Antenatal outpatient 
department, IOG, Chenani - 600 008. Further similar studies can be 
replicated on large sample in various Hospitals.  
KEYWORDS: Gestational Diabetes Mellitus, Vedio Assisted Teaching 
Programme, Self Administration of Insulin knowledge on GDM. 
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CHAPTER – I 
INTRODUCTION 
“Every human being is the author of his own health or disease  
W0rk out your own salvation donot depend on others-Buddha” 
The prevalence of diabetes is increasing globally and these 
numbers include women with Gestational Diabetes Mellitus (GDM). 
GDM is considered as a transient abnormality of glucose intolerance 
during pregnancy. Women with GDM are at increased risk of diabetes in 
future as their children and the following subsequent generations. This 
fact should alert the physicians about the necessity to devote special 
attention to this segment of population especially in developing 
countries. 
WHO 2016 Guideline mentioned GDM not only influences 
immediate maternal (preeclampsia, stillbirths, macrosomia, and need for 
caesarean section) and neonatal outcmes (hypoglycaemia, respiratory 
distress), but also increases the risk of future Type 2 diabetes in mother 
as well as the baby. A recent meta-analysis showed that women with 
gestational diabetes have a greatly increased risk of developing Type 2 
diabetes (relative risk 7.43, 95% confidence interval 4.79–11.51). 
WHO 2016 guideline mentioned the  study from North India, 
women diagnosed to have GDM were subjected to an oral glucose 
tolerance test (OGTT) 6 weeks after delivery, as per standard 
recommendations. A disturbingly large proportion of GDM women had 
some persistent glucose abnormality after birth. Impaired fasting 
glucose (IFG) was seen in 14.5% and impaired glucose tolerance (IGT) 
in 4.8%, 8% had both IFG and IGT, and 6.4% had overt  Type 2 
diabetes). 
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These figures are a wake-up call to place GDM at the highest 
priority in our public health system. Global data show that children of 
mothers with uncontrolled diabetes – either pre-existing or originating 
during pregnancy – are four to eight times more likely to develop 
diabetes in later life compared to their siblings born to the same parents 
in a non-GDM pregnancy. 
It is well-established that treatment of GDM reduces the risk of 
serious pe 
rinatal complications. In addition, clinical tr ials now provide 
evidence for the impact of multiple interventions in preventing the 
progression to Type 2 diabetes in women with a history of GDM. Both 
lifestyle modification and pharmacological therapies have been shown to 
reduce diabetes development by 50% or more. Breastfeeding can also 
reduce childhood obesity. 
Gestational diabetes mellitus is hyperglycaemia or glucose 
intolerance first detected during pregnancy. It occurs in 2 -4% of all 
pregancies, but its prevalence varies widely in different 
population(Lowdermilk Leonard, 1994).Gestational diabetes mellitus is 
a form of glucose intolerance diagnosed in some women during 
pregnancy. Centres for Disease Control and Prevention, (2007).  
Gestational diabetes mellitus is defined as any degree of glucose 
intolerance with onset or first recognition during pregnancy.  American 
Diabetes Association, (2003) Gestational Diabetes Mellitus occurs when 
the women‟s beta cell function is not able to overcome the antagonism 
created by the anti-insulin hormones of pregnancy and the increased fuel 
consumption required to provide for the growing foeto maternal unit.  
Alberto L., (2000)  Pregnancy is associated with profound 
changes in the fat and carbohydrate metabolism. Glucose metabolism is 
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characterized by a lower fasting plasma and elevated postprandial values 
in the early weeks. In later weeks carbohydrate metabolism is stressed 
by the rising levels of human chorionic somatotropin (hCS), prolactin, 
cortisol, and glucagons. These hormones cause decreased glucose 
tolerance and insulin resistance. A small pregnant population cannot 
withstand the physiological stresses accompanying pregnancy which 
result in abnormal glucose tolerance which causes Gestational diabetes 
mellitus.(Usha Krishnan, 2004). 
Classic risk factors for gestational diabetes mellitus include obesity, 
family history of diabetes, family history of macrosomia and previous poor 
obstetric history. Thus a mother with any of these risk factors to be 
identified and treated well (Lowdermilk Leonard, 1994).  showed that 
raised maternal blood sugar level in the first three months of pregnancy 
lead to congenital abnormalities in the baby. This is particularly true for 
neural tube defects and cardiac anamalies.Kappy, G., (1991) 
“the worst complication is essentially the overfeeding of a baby”. 
That means babies get fat in the womb, especially around their shoulders 
and abdomen, causing them to get stuck during child birth. In turn that 
raises the risk for birth trauma to the baby from 2-3% in a normal birth 
to 5-6% in a birth involving gestational diabetes.(Buchana,T.,1998)  
1.1 NEED FOR THE STUDY 
Diabetes is a major public health problem in India with 
prevalence rates reported to be between 4.6% and 14% in urban areas, 
and 1.7% and 13.2% in rural areas. India has an estimated 62 million 
people with Type 2 diabetes mellitus (DM); this number is expected to 
go up to 79.4 million by 2025. This first WHO Global report on diabetes 
underscores the enormous scale of the diabetes problem, and also the 
potential to reverse current trends. The political basis for concerted 
action to address diabetes is there, woven into the Sustainable 
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Development Goals, the United Nations Political Declaration on NCDs, 
and the WHO NCD Global Action Plan. Where built upon, these 
foundations will catalyse action by all. 
Countries can take a series of actions, in line with the objectives 
of the WHO NCD Global Action Plan 2013–2020, to reduce the impact 
of diabetes. 
Management of diabetes and its complications imposes a huge 
economic burden on the society; hence effective strategies are urgently 
needed to control this epidemic. Not surprisingly, in parallel with the 
increase in diabetes prevalence, there seems to be an increasing 
prevalence of gestational DM (GDM), that is, diabetes diagnosed during 
pregnancy.The prevalence of gestational diabetes has been reported to 
range from 3.8% in Kashmir, to 6.2% in Mysore, 9.5% in western India 
and 17.9% in Tamil nadu. in more recent studies, using different 
criteria, prevalence rates as high as 35% from Punjab and 41% from 
Lucknow have been reported. the geographical differences in prevalence 
have been attributed to differences in age and/or socioeconomic status 
of pregnant women in these regions. it is estimated that about 4 million 
women are affected by GDM in India, at any given time point. 
In order to overcome the presence scenario, this study is found the 
needful the study elevate awareness of GDM and self-administration on 
insulin in found the needful . 
1.2. STATEMENT OF THE PROBLEM 
“Evaluate the effectiveness of video assisted teaching programme 
on gestational diabetes mellitus among primigravida mothers attending 
antenatal outpatient department at institute of obstetrics and 
gynaecology and Govt. hospital for women and children, Egmore, 
Chennai-8” 
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1.3. OBJECTIVES 
1) To assess the knowledge regarding self administration of insulin  among 
primigravida mothers with Gestational Diabetes Mellitus. 
2) To evaluate the effectiveness of video assisted teaching program 
regarding self administration of    insulin among primigravida 
mothers with Gestational Diabetes Mellitus.  
3) To compare pre-test and post-test regarding self administration of 
insulin among primigravida mothers with Gestational Diabetes 
Mellitus. 
4) To determine the association between the knowledge regarding 
self administration of insulin among selected variables. 
1.4 OPERATIONAL DEFINITION 
Evaluate  
Evaluate refers to the measure to determine significant difference 
between the pre-test and post-test knowledge score 
Effectiveness  
It refers to significant difference between the difference between 
the pre-test and post-test knowledge scores 
Video Assisted  Teaching Program  
It is a method of teaching programmers for 45 minutes along with 
the AV aids on self-administration of insulin on management of 
gestational diabetes mellitus. 
Knowledge  
Refers to the understanding of gestational diabetes mellitus 
regarding causes, symptoms and its management and self -administration 
of insulin for gestational diabetes  mothers . 
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Gestational Diabetes Mellitus  
Gestational diabetes also known as  GDM, is a condition in which 
without diabetes develops high blood sugar levels during pregnancy. 
Primigravida 
First time pregnancy with gestational diabetes mellitus  
1.5 ASSUMPTION 
 The primigravida mothers have some knowledge regarding 
gestational diabetes mellitus and self-administration of insulin. 
 The result of the study will help to prevent the complications of 
gestational diabetes mellitus among the primigravida mothers.  
1.6 HYPOTHESIS 
H1: There will be a significant relationship between the pre-test 
and post test scores 
H2: There will be a significant association between the knowledge 
of primigravida mothers regarding gestational diabetes mellitus and its 
care. 
1.7 DELIMITATION 
 4 week of data collection 
 60 samples 
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CHAPTER-II 
REVIEW OF LITERATURE 
This chapter deals with the information collected with 
relevant to the present study through published and unpublished 
materials. These publications are the foundation to carry out the 
research work. Highly extensive review of literature pertaining to 
research topic was done to collect maximum information for 
laying foundation of the study. 
The purpose of review of Literature is to obtain knowledge 
regarding Gestational Diabetes Mellitus and to manage with self 
administration of Insulin, prevent the complications of GDM. 
This Literature review will help in developing a broad 
conceptutal context into which research problem will fit.  
This chapter consists of : 
Part – I    :  Review of  literature 
Part -2     :  Conceptual framework 
The review of Literature related to the study is under the following 
headings 
2.1.1 Section –  : A  Knowledge Regarding Causes of Gestational                    
Diabetes 
2.1.2 Section – B : Knowledge Regarding Risk factors of 
Gestational Diabetes 
2.1.3 Section – C : Effectiveness Regarding Management of 
Gestational Diabetes 
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2.1.1. SECTION-A: CAUSES OF GESTATIONAL DIABETES 
W T Parks et al., (2017) Conducted a retrospective cohort study 
of 1187/1374 (86.4%) women with GDM delivered between 2009 and 
2012 who had placental pathology available. Placental lesions of all 
types were tabulated and grouped into constructs of related entities. 
Placental maternal vascular malperfusion lesions may be one pathway 
linking excess gestational weight gain to adverse pregnancy outcomes in 
women with GDM, and future studies are needed to identify metabolic 
factors that may explain this association.  
E Capobianco et al., (2016) conducted a study family history of 
diabetes predisposes to gestational diabetes mellitus (GDM). We 
hypothesized that female offspring of rats with pre-gestational diabetes 
will develop GDM, a pathology associated with foetal overgrowth and 
altered placental signaling. We found normal glycemia and insulinemia 
in the offspring from pre-gestational diabetic rats at three months of age. 
We conclude that exposure of maternal diabetes in utero programs GDM 
in the female offspring, leading to a GDM model associated with 
impaired placental signaling pathways, increased pro-oxidant/pro-
inflammatory environment and foetal overgrowth. 
P J Mark et al., (2016) Conducted a study of Maternal obesity 
was established in rats by 8 weeks of pre-pregnancy CAF feeding. 
Maternal plasma inflammatory markers (IL-1β, IL-6, IL-10, IL-12p40, 
MCP1, GRO/KC, MIP-2 and TNFα) and expression of inflammatory 
genes (Tnfα, Il-6, Il-1β, Tlr2, Tlr4, Cox2 and Emr1) in maternal, 
placental and foetal tissues were measured at day 21 of gestation. And 
concluded that, Maternal obesity induced by a CAF diet before and 
during pregnancy does not increase the inflammatory status of the 
mother, placenta or foetus in late gestation. 
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L Sati et al., (2015) Conducted a study of Mammalian target of 
rapamycin (mTOR) signaling serves as a central regulator of cell 
growth, proliferation, and survival by interacting with various proteins. 
To date, few studies implicated mTOR in placenta. Human placenta in 
gestational diabetes mellitus (GDM) shows several alterations including 
villous immaturity, impaired placental function, and overgrowth. This is 
a descriptive study, further studies with a functional analysis to 
highlight the molecular mechanisms underlying this placental pathology 
are proposed. 
M Wielgos et al., (2015) Conducted a  study of continuous rise of 
maternal obesity is followed by increased gestational diabetes mellitus 
incidence. Inclusion of GDM into 'the great obstetrical syndromes' 
emphasizes the role of the placenta in interactions of the maternal and 
foetal unit. Alteration of the placental development and subsequent 
vascular dysfunction are presented in 6 out of 7 women with all ranges 
of diabetic severity. A detailed sequence of events that leads from 
hyperglycemia to placental dysfunction and subsequent pregnancy 
complications may become an important issue for further studies.  
Kjos et al., (2014) Conducted a study Newborn and placental 
weights from women with no pregnancy complications (controls; N=5), 
or with GDM (N=5) were recorded.And as a result of this study, 
Maternal, placental and newborn weights were significantly higher in 
the GDM group vs. Controls.And they concluded that, Maternal GDM 
results in heavier placentas with aberrant placental apoptotic and 
inflammatory gene expression that may account, at least partially, for 
macrosomia in newborns. 
DasguptaK et al., (2018) they studied Five databases were 
searched for studies published up to December  2017. Studies were 
reviewed by at least three reviewers and data were qualitatively 
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synthesized. Penetration (invited/target population) and participation 
(enrolled/invited) rates were calculated after data extraction. And as a 
result, Among 2859 records, 33 intervention studies were identified, 
among which 16 had sufficient information to calculate penetration or 
participation.And concluded that, Although penetration and participation 
reporting is sub-optimal, penetration is generally high while 
participation is variable. 
H P Li et al., (2013) Conducted a study of  metabolic impairments 
in maternal obesity and gestational diabetes mellitus (GDM) induce an 
abnormal environment in peripheral blood and cause vascular structure 
alterations which affect the placental development and function. found 
that findings indicate that gestational diabetes induce excessive chronic 
hypoxia stress and inflammatory response in placentas which may 
contribute mechanisms to the high risks of perinatal complications of 
obesity and GDM mothers.Theyconclude that maternal overweight 
induced by an HF diet stimulates mTORC1 activity and decreases 
eIF2alpha phosphorylation in rat placentas.  
S Raha et al., (2012) Conducted a Study of maternal obesity 
results in a number of obstetrical and fetal complications with both 
immediate and long-term consequences. The increased prevalence of 
obesity has resulted in increasing numbers of women of reproductive 
age in this high-risk group. Found outcomes were associated with 
altered vascular development in the placenta, as well as increased 
hypoxia in the labyrinth. We propose that the altered placental 
vasculature may result in reduced oxygenation of the foetal tissues 
contributing to premature demise and poor neonatal survival.  
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2.1.2. SECTION-B: RISK FACTORS OF GESTATIONAL 
DIABETES 
Siddigi SS et al., (2017) This cross-sectional study was conducted 
at outpatient antenatal check-up clinic and outpatient diabetic clinics at 
J. N. Medical College and Hospital, Aligarh. Detailed history, physical 
examination, and anthropometric measurement were done. Bone 
turnover markers in the form of Vitamin D, parathyroid hormone, serum 
ionized calcium, and serum ALP were measured in pregnant women who 
had gestational diabetes which was compared with normal pregnant 
women. Found that impaired should immediately be corrected in order 
to prevent its adverse effects on maternal and fetal outcome. Vitamin D 
supplementation should ideally be initiated in all GDM females even if 
the above parameters are not investigated in Indian setup. 
Chen P et al., (2015) Gestational diabetes mellitus (GDM) is 
considered to be a typical condition of glucose intolerance in which a 
woman previously undiagnosed with diabetes exhibits high levels of 
blood glucose during the third trimester of pregnancy.A history 
ofGDM can be considered to be one of the sturdiest  risk 
factors concerning the development of type 2 diabetes. Among women 
who have a history of GDM, the risk of developing classical type 2 
diabetes usually ranges from 20 to 50 %. 
Zhao B et al., (2015) The reason for the study of GDM was most 
prevalent among Asian Indians (19.3%). Relative risks were similar 
across all race/ethnic groups. Advanced maternal age had higher PAFs 
in non-Hispanic whites (22.5%) and Hispanics (22.7%). Meanwhile 
family history (Asian Indians 22.6%, Chinese 22.9%) and foreign-borne 
status (Chinese 40.2%, Filipinos 30.2%) had higher PAFs in Asian 
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subgroups. They concluded that Overweight/obesity, advanced maternal 
age, family history of type 2 diabetes, and foreign-borne status are 
important risk factors for GDM. 
Tongo O et al., (2014) It was a comparative cross-sectional study 
implemented in two phases. The first phase (Group A) of the study was 
a prospective study that involved 530 pregnant women who presented at 
the booking clinic. The second phase (Group B) was a retrospective 
study of 530 pregnant women managed 2 years previously who were 
selected by systematic random technique. And the concluded by 
Identification of women at risk of GDM was approximately 3-4 fold 
higher with the use of checklist of risk factors. 
Kaiser B et al., (2013) Conducted a studyPatients with gestational 
diabetes have a high risk of developing type 2 diabetes in the months 
after delivery. For this reason, GDM patients are encouraged to practice 
specific health behaviours during the postpartum period. Key issues are 
physical activity and diet rarely meet the recommendations.  
Risk perception, health beliefs, social support and self -efficacy are the 
main factors identified as having an impact on the adoption of health 
behaviours. However, the cross-sectional nature of the studies and the 
lack of social, geographical and/or ethnic variety in the populations 
studied do not allow us to generalize the conclusions.  
Jeannot E et al., (2013) In this prospective, cohort study A 
targeted sample size of 200 eligible pregnant women with a diagnosis 
of GDM will be enrolled.Psychosocial variables that could impact 
adherence to health behaviors in the postpartum period (behavioral 
intentions, risk perceptions, general knowledge about diabetes, health 
beliefs, social support, self-efficacy) will be evaluated using specific 
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tools at the end of pregnancy, at 6 weeks postpartum and at 6 months 
postpartum.The study will allow a predictive theoretical model of health 
behavior to be established and used as a basis for reflection to optimize 
interventions carried out on women who have had GDM. 
Adhikari A N et al., (2012) A community based cross sectional 
descriptive study was conducted among pregnant women with 
gestational age of 24-28 weeks and residing in Anuradhapura district. 
The 75 g oral glucose tolerance test was carried out among all 
participants. According to IADPSG criteria, 36 (8.9%) of pregnant 
women had GDM, compared to 29 (7.2%) according to WHO criteria. 
Out of 29 mothers who fulfilled WHO criteria, only one had an 
abnormal fasting plasma glucose, but 28 had abnormal 2 hour values. A 
total of 170 (42.0%) participants had at least one risk factor or early 
indicator of GDM. And concluded, The risk factor based approach 
misses more than one third of GDM cases. Urgent revision of 
current GDM screening guidelines is recommended. 
Sienko J et al., (2012) 155 patients entered this case-control 
study. Participants fulfilled the inclusion criteria: a history of  GDM, 
perinatal care in the study center. Oral glucose tolerance test (OGTT) 
was performed. The results showed, 18.1% of patients presented 
impaired fasting glucose during the study, 20% presented impaired 
glucose tolerance and 23.2% presented diabetes mellitus. They 
concluded, GDM increases the risk of diabetes mellitus. Several risk 
factors of impaired carbohydrate metabolism can be distinguished in 
patients with a history of GDM. 
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2.1.3. SECTION-C: MANAGEMENT OF GESTATIONAL 
DIABETES 
Li T et al., (2018) This study enrolled 55 pregnant women 
with GDM and 87 control subjects. Fasting venous blood samples and 
umbilical venous blood samples (reflecting foetal metabolism) were 
collected from the study subjects. The neonatal ponderal index (PI) in 
the GDM group positively correlated with the umbilical venous blood 
HOMA-IR and insulin level. The HOMA-IR was significantly higher in 
the late pregnancy GDM women and their foetuses than in the control 
group. In addition, foetal HOMA-IR positively correlated to maternal 
HOMA-IR in late pregnancy GDM women. 
Galan H et al., (2018) Use of oral agents to treat gestational 
diabetes mellitus (GDM) remains controversial. Recent 
recommendations from the Society for Maternal Foetal Medicine 
(SMFM) assert that metformin may be a safe first line alternative 
to insulin for GDM treatment and preferable to glyburide. Foetal 
concentrations of metformin are equal to maternal, and metformin can 
inhibit growth, suppress mitochondrial respiration, have epigenetic 
modifications on gene expression, mimic foetal nutrient restriction, and 
alter postnatal gluconeogenic responses. These developmental 
programming effects challenge the conclusion that metformin is 
equivalent to insulin. 
Gabriele Saccone et al., (2017) studied, Electronic databases 
were searched from their inception until June 2017. We included all 
randomized controlled trials (RCTs) comparing the one-step with the 
two-step approaches for the screening and diagnosis of  GDM. The 
primary outcome was the incidence of GDM. And as a result, Three 
RCTs (n = 2333 participants) were included in the meta-analysis. 910 
were randomized to the one step approach (75 g, 2 hrs), and 1423 to the 
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two step approach. And thus concluded, The one and the two step 
approaches were not associated with a significant difference in the 
incidence of GDM. However, the one step approach was associated with 
better maternal and perinatal outcomes.  
Zahid Hussain et al., (2014) this was a descriptive cross-sectional 
study conducted during the period of month July 2013 at Penang 
General Hospital, Penang, Malaysia  .Descriptive analysis was used for 
data elaboration by usingSPSS20.The results showed that of 30 patients, 
23 patients (76.6%) had adequate knowledge. Only, 7 (23.3%) patients 
had inadequate knowledge. For attitude, 23 (76.66%) of patients had a 
negative attitude toward disease and only 7 (23.3%) had a positive 
attitude. In terms of satisfaction, 25 (83.33%) patients were satisfied 
with the given treatment and 5 (16.66%)were unsatisfied. They conclude 
that although participants obtained good score on knowledge and 
treatment satisfaction, their attitude did not change so as to more 
effectively cope with their disease. 
Padubidri, V., (2006) when diabetes is first detected during 
pregnancy and cannot be controlled by diet alone it should be treated 
with insulin. A postprandial plasma glucose level of more than 140 mg% 
over on diet control is an indication of insulin therapy. The total dose of 
insulin should be split as 2/3 in the morning and 1/3 before dinner. Oral 
antidiabetic drugs should not be used during pregnancy. These drugs 
cross the placenta and may have teratogenic effect or produce neonatal 
hypoglycemia. 
Churst et al., (2017) This study explores the psychological 
determinants of exercise behaviour in a sample of pregnant women 
with GDM. Analysis of the IPQ-R data revealed 'diet' (n=37, 80.4%) as 
the most referred to cause of diabetes. Exercise belief data identified 
"managing weight gain" (n= 21, 45.7%), and "losing baby weight" (n= 
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31, 67.4%) as the most frequent beliefs for engaging in physical activity 
during pregnancy and post pregnancy.  
Shanet al., (2017) To assess the effects of diet interventions in 
combination with exercise interventions for pregnant women for 
preventing GDM and associated adverse health consequences for the 
mother and her infant/child. The studies varied in the diet 
and exercise programs evaluated and health outcomes reported  was a 
possible reduced risk of GDM in the diet and exercise. 
S H Koning et al., (2016) a cross-sectional follow-up survey 
among women with a history of GDM and their general practitioners 
(GP). And the conclusion despite the high attendance rate of six-week 
postpartum visit and glucose testing, we observed low rates of longer -
term follow-up regarding postpartum glucose testing. Moreover, they 
found a suboptimal adherence to healthy lifestyle for women with a 
history of GDM. 
R Artal et al., (2016) Exercise plays an important role in 
reducing the prevalence of gestational diabetes mellitus (GDM) in 
women with or without risk factors. GDM risk factors include obesity, 
family history of diabetes, high-risk ethnicity, increased maternal age, 
history of GDM, delivering a macrosomic infant, excessive gestational 
weight gain early in pregnancy (before glucose screening), sedentary 
behaviour, low physical activity, and vitamin D deficiency. 
Most GDM patients can be managed with lifestyle modifications that 
include medical nutrition therapy and physical activity. When adherence 
is high and women are fully engaged in the exercise program, GDM can 
be effectively managed and prevented. 
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Chasan – Taber L (2014) Conducted a literature search of 
PubMed for English language studies of randomized controlled trials of 
lifestyle interventions among women with a history of  GDM. In total, 
nine studies were identified which fulfilled the eligibility criteria. The 
majority of randomized trials of lifestyle interventions in women 
with GDM have been limited to pilot or feasibility studies. However, 
preliminary findings suggest that such interventions can improve 
diabetes risk factors in women with a history of  GDM. Larger, well-
designed controlled randomized trials are needed to assess the effects of 
lifestyle interventions on preventing subsequent progression to type 2 
diabetes among women with GDM. 
S A Wilkinson et al., (2014) Prospective survey and retrospective 
chart audit of general practices that provide maternity shared care in 
south-east Queensland, July 2011 to June 2012. And they concluded by 
stating, GPs surveyed knew guidelines around the timing and type of 
test for women who have experienced GDM, and the audit demonstrated 
that this knowledge is translated into practice. This problem may exist 
due to the absence of a systems approach to care, resulting in a lost 
opportunity to systematically reduce the incidence of type 2 diabetes 
and promote the wellbeing of women and their infants.  
Anthony R.Gregg et.al., (2016) reviewed data from pregnant 
women (24–28 wks) screened for GDM over two periods: (1) November 
2011–May 2012 (2) November 2012–May 2013. Period 1: 2-step 
approach (screening 1-h glucose challenge test (GCT) followed by a 
diagnostic 3-h 100-g glucose tolerance test (GTT) when abnormal 
(≥140 mg/dl)). Period 2: an abnormal value after a 2-h 75-g GTT result 
was diagnostic of GDM. The 1-step approach resulted in 53 (15.96%) 
with GDM of a total 332 evaluated. Maternal weight at the start and the 
end of pregnancy was greater for patients diagnosed by the ACOG 2-
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step approach. And they concluded, Adopting 1-step approach (ADA) to 
diagnose GDM resulted in a 3-fold increase in prevalence of GDM with 
no differences in perinatal outcomes. 
Yu-Mei Wei et al., (2015) studied A retrospective study was 
conducted. Medical records of 25 674 pregnant women attending the 
Peking University First Hospital (PUFH) were analysed. Women with 
FPG value <4.4 mmol/L were segregated into those with and without 
GDM based on the IADPSG criteria. Pregnancy outcomes in the form of 
birth weight, neonatal hypoglycemia and cesarean delivery were 
compared between the two groups. And also concluded that, There is no 
difference in the incidence of select adverse pregnancy outcomes 
amongst Chinese women with mild GDM (FPG<4.4 mmol/L) with or 
without intervention compared to women without GDM. 
Sven M.Carlsen et al., (2014) studied, A 75 g oral glucose 
tolerance test was performed in 687 women at 18–22 and 32–36 
pregnancy weeks. GDM was defined according to the WHO criteria as 
fasting plasma glucose ≥ 7.0 mmol/L and/or 2-hour plasma glucose ≥7.8 
mmol/L and by a simplified version of the IADPSG criteria as either 
fasting glucose ≥ 5.1 mmol/L and/or 2-h plasma glucose ≥ 8.5 mmol/L. 
And concluded Simplified IADPSG criteria moderately increase GDM 
prevalence compared with the WHO criteria. Risk factors for GDM 
differ with the diagnostic criteria used.  
M.Shang et al., (2014) The aim of this study was to compare 
pregnancy outcomes of Chinese women diagnosed with gestational 
hyperglycaemia by the well-established American Diabetes Association 
(ADA) criteria, Women who were screened positive with 1 h glucose 
load of ≥ 7.8 mmol/l underwent a diagnostic 3 h oral glucose tolerance 
test. In total, 570 patients (9.19% of 6,201) met the ADA criteria and 
676 (10.90% of 6,201) met the IADPSG criteria. The 518 patients who 
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met both standards showed a reduced caesarean section rate, as 
compared with 158 patients who only met the IADPSG standard and 
received no intervention (71.2% vs 79.7%, p < 0.05). The IADPSG-only 
group also had a higher rate of macrosomia and pre-eclampsia than the 
control group.theyonclude that the IADPSG criteria are more suitable 
for the diagnosis of gestational hyperglycaemia in China.  
R.Rajput, Y.Yadav, et al., (2013)  conducted a study enrolling 
women, with their estimated gestational age between 24 
th
and 
28 
th
 week, attending antenatal care (ANC) clinic at a tertiary care 
hospital in Rohtak. After informing, women who consented to 
participate were given a standardized 2-h 75 g oral glucose tolerance 
test (OGTT). And concluded that, The prevalence of GDM was found to 
be 7.1 per cent in a tertiary care hospital in Haryana. Appropriate 
interventions are required for control and risk factor modifications.  
P.Kalra et al., (2013) this study was carried out in 500 patients 
between 24 and 28 weeks of gestation, attending the antenatal outdoor. 
As a result, The prevalence of GDM in this study was 6.6%. Maternal 
and fetal complications in the GDM group were much higher than in the 
non-GDM group. Hypertension, vaginal candidiasis, and abruptio 
placentae were the common maternal complications, while macrosomia 
and stillbirths occurred in the fetuses. And concluded that, GDM as a 
disease entity adversely affects maternal and fetal outcomes. This also 
builds a strong case for following DIPSI guidelines in diagnosis and 
management of GDM. 
A.Jiwani et al., (2012) studied, Data on prevalence and country 
practices were obtained from a survey administered to diabetologists, 
obstetricians and others working on GDM in 173 countries.  As a result 
GDM prevalence estimates range from <1% to 28%, with data derived 
from expert estimates, and single-site, multi-site and national prevalence 
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assessments. And they concluded  Many countries do not perform 
systematic screening for GDM, and practices often diverge from 
guidelines. Countries need to carefully assess the cost and health impact 
of scaling up GDM screening and management in order to identify the 
best policy option for their population. 
K.K. Nielsen et al., (2012) studied a mixed methods approach 
using questionnaires and interviews was utilised to review 11 GDM 
projects. Two projects were conducted by the same partner; interviews 
were conducted in person or via phone by the first author with nine 
project partners and one responded via email . The interviews were 
analysed using content analysis. And concluded Though an international 
consensus on screening and diagnosis for GDM is welcome, it should 
ensure that the recommendations take into account feasibility and 
applicability in low resource settings to ensure wider usage. We need to 
move away from purely academic discussions focusing on sensitivity 
and specificity to also include what can actually be done at the basic 
care level. 
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CONCEPTUAL FRAMWORK 
2.2  CONCEPTUAL FRAMEWORK 
This study based on Context, input, process and product 
evaluation model 
CONTEXT  
Context evaluations assess needs, problems, assets and 
opportunities to define goals and priorities. In this study, the context 
process includes the demographic variables like age, education,  
occupation, family system, place of residence, diet pattern, gestational 
age, duration of diabetes mellitus  and family history. Pre-intervention 
assessment was done on level of knowledge,  of gestational diabetes 
among the primigravida mothers. 
INPUT 
Input evaluations assess alternative approaches, competing action 
plans and budgets for their feasibility and potential cost -effectiveness to 
meet targeted needs and achieve Goals. In this study the input the 
selected sample receives video teaching on of gestational diabetes. 
PROCESS 
Process evaluations assess the implementation of plans. In this 
study Process includes the transformation of knowledge regarding of 
gestational diabetes. 
PRODUCT 
Product evaluations identify and assess outcomes. This study the 
product is change in level of knowledge, regarding of gestational 
diabetes among the a primigravida mothers.  
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EVALUATION  
Evaluation is the feed back of the effectiveness of video assisted 
teaching programme.This study the feed back gives information of 
environmental responses to the system, output is utilized by the system 
in adjustment correction and accommodation to the interaction.  
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CHAPTER- III 
METHODOLOGY 
This chapter deals with the methodology which was followed 
study to assess effectiveness of video assisted teaching programme on 
knowledge regarding gestational diabetes mellitus among antenatal 
mothers at outpatient department in institute of obstetrics and 
gynaecology hospital for women and childern .  
3.1  RESEARCH APPROACH 
Quantitative approach 
3.2  DURATION OF THE STUDY 
The study was conducted for a period of 4 weeks. 
3.3  STUDY SETTING 
The study was conducted in 60 Primigravida Mothers with GDM 
at IOG Outpatient Department. 
3.4  STUDY DESIGN 
Pre experimental one group pre - test pos - test design. 
Pre Test Video Assisted Teaching Post Test 
O1 X O2 
Notes 
O1 Pre-test 
X Video Assisted teaching on gestational diabetes among thePrim 
mothers with gestational diabetes mellitus 
O2 Post –test 
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3.5  STUDY POPULATION 
3.5.1 Target  Population 
Antenatal mothers at IOG Outpatient Department. 
3.5.2 Accessible Population 
Primi mothers with gestational diabetes melitus  at IOG antenatal 
outpatient department. 
3.6 SAMPLE SIZE 
60 Primin mothers with gestational diabetes mellitus.  
3.7 SAMPLING CRITERIA 
3.7.1 Inclusion criteria 
 Out patients who are primi gravida mothers with gestational 
diabetes mellitus. 
 Primi gravida mothers who are willing to participate  
 Primi gravida mothers who are able to read and write in Tamil and 
English 
3.7.2 Exclusion criteria 
 Primi gravida mothers  who are all with other complecations.  
 Primi gravida mothers  who are all not willing to participate 
3.8  SAMPLING TECHNIQUE 
convenient sampling technique 
3.9  REASEARCH  VARIABLES 
3.9.1  Independent variable 
Video Assisted teaching 
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3.9.2  Dependent variable  
Primi gravida mothers  Knowledge about GDM 
3.9.3  Attribute  Variable 
Age, Education, Occupation, Type of family system, Place of 
residence, Diet pattern, Gestational age, Duration of diabetes 
mellitusfamily  history. 
3.10 DEVELOPMENT AND DISCRIPTION OF THE TOOL 
3.10.1   Development tool 
Opinion of experts from medicine and nursing, Construction of 
tool, Content validity,Pretesting of tool, Reliability of tool and 
instrument was as certained by test – retest reliability. 
3.10.2 Description of the tool 
The tool was prepared by the investigator. The tool consists of 
two sections; 
Section-A: Demographic data which includes age, religion, and 
family income, and parent‟s educational status, type of family.  
Section-B: Semi StructuredQuestionnaire. It consists of 20  semi 
structured questionairres to assess the knowledge regarding GDM and 
self administration of insulin among primi gravida mothers with 
gestational diabetes. 
The tool consists of questions related to knowledge and 9 
questions related to causes, risk factors, Management by diet, excersie, 
insulin theropy, related to prevention. Demographic variables were 
coded to assess the background of primi gravida mothers and there by 
subject It for statistical analysis. 
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3.12  CONDENT VALIDITY 
Content validity was determined by experts from Nursing and 
Medical and statistics. They suggested certain modifications in tool. 
After the modifications they agreed this tool for assessingEvaluate the 
effectiveness of video assisted teaching program on knowledge 
regarding self administration of insulin among primigravida mothers 
with gestational diabetes mellitus attending antenatal outpatient 
department at institute of obstetrics and gynaecology-hospital for 
women and children. Chennai-08. 
3.13 ETHICAL CONSIDERATION 
The study objectives, intervention and data collection procedure 
were approved by the research and the institutional ethics committee of 
Madras Medical College. 
3.14  RELIABILITY 
After pilot study reliability of the tool was assessed by using Test 
retest method. Knowledge score reliability correlation coefficient value 
is  0.83.  This correlation coefficient is very  high and it is  good tool for 
assessing Evaluate the effectiveness of video assisted teaching program 
on knowledge regarding self administration of insulin among primi 
gravida mothers with gestational diabetes mellitus attending antenatal 
outpatient department at institute of obstetrics and gynecology-hospital 
for women and children. Chennai-08. 
3.15  PILOT STUDY 
The pilot study was conducted after getting formal administrative 
permission and ethical clearance. The pilot study was conducted at IOG 
antenatal outpatient department for a period of one week. The study in 
which the prior conducted was excluded for the main study. The data 
related to the variables were collected. The pre and post assessment of 
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effects of gestational diabetes knowledge was given to the participants 
by investigator in person. Results were analysed. The investigator found 
that the instrument was feasible to use and further  no modifications were 
needed before the actual implementation of the study.  
3.16  DATA COLLECTION PROCEDURE 
The study was conducted at outpatient department in Institute of 
Obstetrics and Gynaecology and Govt. Hospital for women and children. 
After obtained formal permission from Principal College of Nursing, the 
Ethics Committee Director IOG. A self introduction was given by the 
investigator and the informed written consent was obtained from the 
primigravida mothers. The objectives and purpose of the study were 
explained and confidentiality was maintained Semi Structure 
questionnaire constructed. 
The data collection procedure was done participants selected by 
convinent sampling technique 60 samples taken and divided into two batch, 
each batch 30 antenatal mothers selected. Then pre test Semi Structure 
questionnaire used to collect the data by interview method. After that each 
batch 25to 30 minutes video assisted teaching given regarding effects of 
gestational diabetes mellitus, self administratation of insulin. Finally I have 
clarified the doubt. After 7 days of pretest using the same Semi-Structured 
questionnaire same procedure was followed for all the 60 samples. There by 
the researcher completed the data collection procedure successfully.  
3.17  INTERVENTION PROTOCOL 
S. 
No 
Protocol Pre experimental  group 
1. Place outpatient department in Institute of 
Obstetrics and Gynaecology hospital 
2. Intervention tool Video assisted teaching 
3. Duration 7 days 
4. Time 8.00am to 9.00am 
5. Administered by Investigator 
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3.18  DATA ENTRY AND ANALYSIS 
Data entry: Entered the data into the excel sheet and coding the 
data into SPSS statistical package system. 
Analysis:  Collected data were analysed by descriptive and 
inferential statistics. 
Descriptive Analysis 
Frequency and percentage analysis used to describe demographic 
characteristic of out patients primi gravida mothers.  
Range, mean and standard deviation used to assess the knowledge 
of out patients mothers primi gravid mothers. 
Inferential Analysis 
Paired t-test used to compare the pre-test and post-test knowledge. 
Chi-square analysis used to find out the association between the 
pre-test knowledge scores and demographic variable.  
P<0.05 was considered statistically significant . 
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CHAPTER-IV 
DATA ANALYSIS AND INTERPRETATION 
Analysis is a process of organizing synthesizing data in such a way that a 
research questions can be answered and hypothesis tested.  
- (Polit and Hungler 2008) 
This chapter deals with the analysis and interpretation of the data 
obtained from 60  with reference primigrvida mothers their knowledge 
regarding self administration of insulin. The analysis and interpretation 
of the study was based on the data collected through structured Multiple 
Choice Questions to assess the knowledge. The collected data were 
tabulated and presented according to the objectives under the following 
headings. 
Section –I: Destribution of  demographic variables of primi 
gravid mothers participated in the study.  
Section-2:  Assessment of Pre-test level and post-test of 
knowledge regarding  self administration of insulin among primi gravida 
mothers. 
Section -3: comparison of pre-test and post-test level of 
knowledge among primi gravida mothers 
Section –4: Effectiveness of video assisted teaching on self 
administration of insulin among primi gravida mothers. 
Section-5: Association between pre and posttest level knowledge 
with selected demographic variables.  
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SECTION–I: DISTRIBUTIONS OF DEMOGRAPHIC 
VARIABLES OF STUDY PARTICIPANTS 
Table-4.1: Demographic Profile 
Demographic variables 
No. of primi 
gravida 
mothers 
% 
Age 18 -21 years 0 0.0% 
22 -25 years 16 26.7% 
26 -30 years 40 66.6% 
>30 years 4 6.7% 
Education Non formal education 6 10.0% 
Primary education 11 18.3% 
Higher secondary 
education 
27 45.0% 
Diploma/ Graduation 16 26.7% 
Occupation Housewife 31 51.7% 
Self employee 10 16.7% 
Coolie 16 26.6% 
Govt employee 3 5.0% 
Type of family system Joint family 16 26.7% 
Nuclear family 44 73.3% 
Place of residence Rural 32 53.3% 
Urban 28 46.7% 
Diet pattern Vegetarian 12 20.0% 
Non vegetarian 48 80.0% 
Gestational age 16 -20 weeks 0 0.0% 
21 -24 weeks 16 26.7% 
25 -28 weeks 20 33.3% 
29 -32  weeks 24 40.0% 
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Demographic variables 
No. of primi 
gravida 
mothers 
% 
25 -28 weeks 20 33.3% 
29 -32  weeks 24 40.0% 
Duration of Diabetes 
Mellitus 
One month 28 46.7% 
Two months 20 33.3% 
Three months 8 13.3% 
> Three months 4 6.7% 
Family history Grand father 10 16.7% 
Grand mother 8 13.3% 
Father 9 15.0% 
Mother 9 15.0% 
None 24 40.0% 
Test  used FBS 24 40.0% 
PPBS 36 60.0% 
Above the table reveals the demographic information of 
primigravida mothers those who were participated for the following 
study   “Evaluate the effectiveness of video assisted teaching program 
on knowledge regarding self administration of insulin among 
primigravida mothers with gestational diabetes mellitus attending 
antenatal out patient department at institute of obstetrics and 
gynecology-hospital for women and children. Chennai-08.” 
Summarizes the demographic charactaristics of prmigravida 
mothers with GDM regards to age, highest group of people attected 
(66.6%) were between 26-30 years and the lowest group between 18-21 
years 0.0%. 
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SECTION-2:  ASSESSMENT OF PRE-TEST LEVEL AND 
POST-TEST OF KNOWLEDGE REGARDING  SELF 
ADMINISTRATION OF INSULIN AMONG PRIMI GRAVIDA 
MOTHERS. 
In considering demographic profile according to age 66.6%(40) 
primigravida were in the age group of 26 to 30 years an education 
45.0%(27) were in the higher secondary education, occupation 
51.7%(31) were house wife,0ccording to type of family system 
73.3%(44)were nuclear family, according to place of residence 
53.3%(32)were in Rural area, according to the diet pattern 80%(48)were 
in the non-vegetarian, according to the gestational age 40.0%(24) were 
in the 29-32 weeks, according to the duration diabetes mellitus 46.7(28) 
were in one month according to the family history 46.7%(24) non were, 
according to the test 60.0%(36) were in the test.  
Table-4.2: Each Domainwise Pretest Percentage of Knowledge 
Regarding Self Administration of Insulin among Primigravida 
Mothers with Gestational Diabetes Mellitus 
Above the table reveals domain wisepre-test percentage of 
knowledge regardingself administration of insulin  among primigravida 
mothers with Gestational Diabetes Mellitus. They are having maximum 
knowledge in General Knowledge(51.33%) and minimum knowledge 
score in Exercise (36.67%). 
S. 
No 
Domains 
No. of 
questions 
Min –
Max 
score 
Knowledge score 
Mean SD 
% of 
mean 
score 
1 General Knowledge  6 0  -6 3.08 2.11 51.33% 
2 Signs and Symptoms 2 0 - 2 .85 .80 42.50% 
3 Health Education 
Diet 
9 0 - 9 4.45 2.17 49.44% 
4 Exercise 3 0 - 3 1.10 .82 36.67% 
5 Management  10 0 - 10 4.62 2.71 46.20% 
 Total 30 0 - 30 14.10 7.09 47.00% 
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Table-4.3: Overall Pre-test  Knowledge Score 
Above the table reveals pre-test percentage of knowledge on self 
administration of insulinamong primigravida mothers with Gestational 
Diabetes Mellitus. Overall pretest percentage of knowledge score is 
47.00% among primi mothers. 
Table-4.4: Pretest Level of Knowledge   
Level of  knowledge No. of primigravidamothers % 
Inadequate knowledge 45 75.0% 
Moderate knowledge 15 25.0% 
Adequate knowledge 0 0.0% 
Total 60 100% 
Above the table revealstheprimigravidamotherspretestlevel of 
knowledge. In general, 75.0% of the primigravidamothersare having 
inadequate  knowledge and 25.0% of them having moderate  knowledge 
and none of them were having adequate knowledge. 
KNOWLEDGE SCORE INTERPRETATION 
Min=0 Max=1 Total questions= 30 Maximum marks=30 
 
No. of 
questions 
Min – Max 
score 
knowledge score 
Mean ±SD 
score 
% 
Overall score 30 0 -30 14.10±7.09 47.00% 
S No. Grade Percentage Marks 
1. Adequate  knowledge 76 – 100% 22.6-30.0 
2. Moderate knowledge 50 – 75% 15.1-22.5 
3. Inadequate knowledge 0 – 50 % <15 
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Table-4.5: Each Domainwise Posttest Percentage of Knowledge 
regarding Self Administration of Insulin among Primigravida Mothers 
with Gestational Diabetes Mellitus 
Above the table reveals the domain wise post-test percentage of 
knowledge  regardingself administration of insulin  among primigravida 
mothers with Gestational Diabetes Mellitus. They were having 
maximum knowledge in General Knowledge (51.33%)andminimum 
knowledge score in Exercise (36.67%). 
S. 
No 
Domains 
No. of 
questions 
Min –
Max 
score 
Knowledge score 
Mean SD 
% of 
mean 
score 
1 General 
Knowledge  
6 0  -6 5.03 1.52 83.83% 
2 Signs and 
Symptoms 
2 0 - 2 1.57 .50 78.50% 
3 Health Education 
Diet 
9 0 - 9 7.30 1.25 81.11% 
4 Exercise 3 0 - 3 2.42 .77 80.67% 
5 Management  10 0 - 10 7.75 1.72 77.50% 
 Total 30 0 - 30 24.07 3.55 80.23% 
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Table-4.6: Overall Post test Knowledge Score 
Above the table reveals post-test percentageof knowledge on self 
administration of insulin among primigravida mothers with Gestational 
Diabetes Mellitus. Overall posttest percentage of knowledge score is 
80.23% among primigravida mothers. 
Table-4.7: Post test Level of Knowledge   
Level of  knowledge No. of primigravida mothers % 
Inadequate knowledge 0 0.0% 
Moderate knowledge 12 20.0% 
Adequate knowledge 48 80.0% 
Total 60 100% 
In general, none of the primigravidagravida mothers were having 
inadequate knowledge and 20.0% of them having moderate  knowledge 
and 80% of them were having adequate knowledge. 
 
No. of 
questions 
Min – Max 
score 
knowledge score 
Mean ±SD 
score 
% 
Overall score 30 0 -30 24.07±3.55 80.23% 
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SECTION-3: COMPARISON OF PRE-TEST AND POST-TEST 
LEVEL OF KNOWLEDGE AMONG PRIMI GRAVIDA 
MOTHERS 
Table-4.8: Comparison of Pretest and Post test Knowledge Score 
*** very high significant at   P≤0.001  
S. 
No 
Knowledge 
on 
Pretest Posttest 
Mean 
Difference 
Student’s 
paired 
t-test Mean SD Mean SD 
1 
General 
Knowledge  
3.08 2.11 5.03 1.52 1.95 
t=7.12 
P=0.001 
***  
DF= 59 , 
Significant 
2 
Signs and 
Symptoms 
.85 .80 1.57 .50 0.72 
t=7.09 
P=0.001 
*** 
DF= 59 , 
Significant 
3 
Health 
Education 
Diet 
4.45 2.17 7.30 1.25 2.85 
t=9.61 
P=0.001 
*** 
DF= 59 , 
Significant 
4 Exercise 1.10 .82 2.42 .77 1.32 
t=8.81 
P=0.001 
*** 
DF= 59 , 
Significant 
5 Management  4.62 2.71 7.75 1.72 3.13 
t=10.24 
P=0.001 
*** 
DF= 59 , 
Significant 
 Total 14.10 7.09 24.07 3.55 9.97 
t=14.53 
P=0.001 
*** 
DF= 59 , 
Significant 
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Considering  Knowledge regarding General knowledge, in 
pretest, mothers were having 3.08 score whereas in post test they 
were having 5.03 score. Difference is 1.95 . This difference is large 
and it is statistically significant difference. 
Considering  Signs and Symptoms, in pretest, mothersare 
having 0.85 score whereas in post test they are having 1.57 score. 
Difference is 0.72This difference is large and it is statistically 
significant difference. 
Considering  Health Education Diet, in pretest , mothers 
were having 4.45  score whereas in posttest they were having 7.30 
score. Difference is 2.85 . This difference is large and it is 
statistically significant difference. 
Considering Exercise, in pretest , mothers were having 1.10 
score whereas in post test they were having 2.42 score. Difference 
is 1.32. This difference is large and it is statistically significant 
difference. 
Considering Management, in pretest, mothers were having 
4.62 score whereas in post test they were having 7.75 score. 
Difference is 3.13. This difference is large and it is statistically 
significant difference. 
Significance of  difference between pretest and post  test score 
was calculated using student paired t-test. 
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Table-4.9: Comparison of Overall Knowledge Score before and  after 
Video Assisted Teaching Programme 
 
No. of 
primi 
gravida 
mothers 
Pretest 
Mean±SD 
Posttest 
Mean±SD 
Mean 
difference 
Mean±SD 
Student’S 
paired 
t-test 
Overall 
Knowledge 
Score 
60 
14.10 ± 
7.09 
24.07 ± 
3.55 
9.97 ± 
5.31 
t=14.53 
P=0.001*** 
DF = 59, 
significant 
*** very high significant at   P≤0.001   
On an  average,  primigravida mothers are improved their 
knowledge from 14.10 to 24.07 after the administration of video assisted 
teaching program. Or we can say , in pretest they were able to answer 
only 14questions before administration of VAT after administration of 
VAT they are able to answer upto24questions. Due to VAT they are able 
to answer 12 more questions correctly. This difference is statistically 
significant. Statistical significance was calculated by using student‟s 
paired „t‟test. 
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Table-4.10: Each Domainwise Pretest and Posttestpercentage of 
Knowledge 
Table-4.10 shows each domain wise knowledge gain score among 
the primigravida mothers. 
S. 
No 
Domains 
Posttest 
knowledge 
Pretest 
knowledge 
% of 
knowledge 
gain 
1 General Knowledge  83.83% 51.33% 32.50% 
2 Signs and Symptoms 78.50% 42.50% 36.00% 
3 Health Education Diet 81.11% 49.44% 31.67% 
4 Exercise 80.67% 36.67% 44.00% 
5 Management  77.50% 46.20% 31.30% 
 Total 80.23% 47.00% 33.23% 
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Table-4.11: Comparison of Pretest and Posttest Level of Knowledge 
Score 
Level of 
knowledge 
Pretest 
 
Posttest Generalized 
McNemar’s test 
n % n % 
Inadequate 
knowledge 
45 75.0% 0 0.0% 
2=54.45 
P=0.001***(S) 
Moderate 
knowledge 
15 25.0% 12 20.0% 
Adequate 
knowledge 
0 0.0% 48 80.0% 
Total 60 100.0% 60 100.0%  
***very high significant at p<0.001  level  
Table No.11 shows the pretest and post-test level of knowledge 
amongwomen. 
Before VAT, 75.0% of the primigravida mothers are having 
inadequate level of  knowledgescore,25.0% of them having moderate  
level of knowledge score and none of them were having adequate level 
of knowledge score. 
After VAT, none of the primigravida mothers were having 
inadequate knowledge and 20.0% of them having moderate  knowledge 
and 80.0% of them were having adequate knowledge. 
Level of knowledge gain of between pretest and posttest  was 
calculated using Generalised McNemar‟schisquare test.  
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Table-4.12: Effectiveness and Generalization of Video assisted 
Teaching Programme on Knowledge Gain Score 
 
Max 
score 
Mean 
score 
Mean Difference 
of knowledge gain 
score with 95% 
Confidence 
interval 
Percentage  Difference 
of knowledge gain 
score with 95% 
Confidence interval 
Pretest 30 14.10 
9.97(8.60 – 11.33) 
33.23% 
(28.67% –37.76%) Posttest 30 24.07 
Table no 12 shows the effectiveness  of video assisted teaching 
program on knowledge regarding self administration of insulin among 
primigravida mothers with gestational diabetes mellitus attending 
antenatal out patient department at institute of obstetrics and 
gynecology-hospital for women and children. Chennai-08. After VAT 
primigravida mothers were gained 33.23% of knowledge score than 
pretest score. 
Differences and generalization of knowledge gain score between 
pretest and post test  score was calculated  using and mean difference 
with 95% CI and   proportion with 95% CI. 
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Table-4.13:Association between pre test level of Knowledge and their 
Demographic Variables 
Demographic 
variables 
Pretest Level of knowledge 
N 
Chi square 
test 
Inadequate Moderate Adequate 
N % n % n % 
Age 18 -21 
years 
0 0.0% 0 0.0% 0 0.0% 0 
2=1.46 
P=0.48 
(NS) 
22 -25 
years 
12 75.0% 4 25.0% 0 0.0% 16 
26 -30 
years 
29 72.5% 11 27.5% 0 0.0% 40 
>30 years 4 100.0% 0 0.0% 0 0.0% 4 
Education Non 
formal 
education 
4 66.7% 2 33.3% 0 0.0% 6 
2=1.19 
P=0.75(NS) 
Primary 
education 
8 72.7% 3 27.3% 0 0.0% 11 
Higher 
secondary 
education 
22 81.5% 5 18.5% 0 0.0% 27 
Diploma/ 
Graduation 
11 68.8% 5 31.2% 0 0.0% 16 
Occupation Housewife 23 74.2% 8 25.8% 0 0.0% 31 
2=1.14 
P=0.76 
(NS) 
Self 
employee 
3 50.0% 3 50.0% 0 0.0% 10 
Coolie 12 75.0% 4 25.0% 0 0.0% 16 
Govt 
employee 
3 100.0% 0 0.0% 0 0.0% 3 
Type of 
family 
system 
Joint 
family 
11 68.8% 5 32.0% 0 0.0% 16 2=1.15 
P=0.77 
(NS) Nuclear 
family 
34 77.3% 10 22.7% 0 0.0% 44 
Place of 
residence 
Rural 25 78.1% 7 21.9% 0 0.0% 32 2=0.35 
P=0.55 
(NS) 
Urban 20 71.4% 8 28.6% 0 0.0% 28 
Diet 
pattern 
Vegetarian 8 66.7% 4 33.3% 0 0.0% 12 2=0.55 
P=0.46 
(NS) 
Non 
vegetarian 
37 77.1% 11 22.9% 0 0.0% 48 
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Demographic 
variables 
Pretest Level of knowledge 
N 
Chi square 
test 
Inadequate Moderate Adequate 
N % n % n % 
Gestational 
age 
16 -20 
weeks 
0 0.0% 0 0.0% 0 0.0% 0 
2=0.48 
P=0.78 
(NS) 
21 -24 
weeks 
12 75.0% 4 25.0% 0 0.0% 16 
25 -28 
weeks 
16 80.0% 4 20.0% 0 0.0% 20 
29 -32  
weeks 
17 70.8% 7 29.2% 0 0.0% 24 
Duration 
of 
Diabetes 
Mellitus 
One month 22 78.6% 6 21.4% 0 0.0% 28 
2=3.12 
P=0.37(NS) 
Two 
months 
16 80.0% 4 20.0% 0 0.0% 20 
Three 
months 
4 50.0% 4 50.0% 0 0.0% 8 
> Three 
months 
3 75.0% 1 25.0% 0 0.0% 4 
Family 
history 
Grand 
father 
6 60.0% 4 40.0% 0 0.0% 10 
2=4.23 
P=0.37 
(NS) 
Grand 
mother 
5 62.5% 3 37.5% 0 0.0% 8 
Father 7 77.8% 2 22.2% 0 0.0% 9 
Mother 6 66.4% 3 33.6% 0 0.0% 9 
None 21 87.5% 3 12.5% 0 0.0% 24 
Test  used FBS 20 83.3% 4 16.7% 0 0.0% 24 2=1.48 
P=0.22 
(NS) 
PPBS 25 69.4% 11 30.6% 0 0.0% 36 
Table no 13 shows the association between  pretest level of 
knowledge and their demographic variables.   None of the demographic 
variables were significantly associated with their pretest level of 
knowledge score. Statistical  significance was calculated using pearson 
chi square test. 
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Table-4.14: Association between Posttest Level of Knowledge and their 
Demographic Variables 
Demographic 
variables 
Posttest Level of knowledge 
N 
Chi square 
test 
Inadequate Moderate Adequate 
n % n % n % 
Age 18 -21 
years 
0 0.0% 0 0.0% 0 0.0% 0 
2=8.20 
P=0.02(S) 
22 -25 
years 
0 0.0% 7 43.8% 9 56.2% 16 
26 -30 
years 
0 0.0% 4 10.0% 36 90.0% 40 
>30 years 0 0.0% 1 25.0% 3 75.0% 4 
Education 
 
Non 
formal 
education 
0 0.0% 4 66.7% 2 33.3% 6 
2=10.42 
P=0.02(S) 
Primary 
education 
0 0.0% 3 27.3% 8 72.7% 11 
Higher 
secondary 
education 
0 0.0% 3 11.1% 24 88.9% 27 
Diploma/ 
Graduation 
0 0.0% 2 12.5% 14 
\ 
87.5% 
16 
Occupation Housewife 0 0.0% 5 16.1% 26 83.9% 31 
2=4.72 
P=0.19 
(NS) 
Self 
employee 
0 0.0% 1 10.0% 9 90.0% 10 
Coolie 0 0.0% 6 37.5% 10 62.5% 16 
Govt 
employee 
0 0.0% 0 0.0% 3 100.0% 3 
Type of 
family 
system 
Joint 
family 
0 0.0% 3 18.8% 13 81.3% 16 2=0.02 
P=0.88 
(NS) Nuclear 
family 
0 0.0% 9 20.5% 35 79.5% 44 
Place of 
residence 
Rural 0 0.0% 6 18.8% 26 81.3% 32 2=0.06 
P=0.76 
(NS) 
Urban 0 0.0% 6 21.4% 22 78.6% 28 
Diet 
pattern 
Vegetarian 0 0.0% 5 41.7% 7 58.3% 12 2=2.87 
P=0.09 
(NS) 
Non 
vegetarian 
0 0.0% 7 14.6% 41 85.4% 48 
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Demographic 
variables 
Posttest Level of knowledge 
N 
Chi square 
test 
Inadequate Moderate Adequate 
n % n % n % 
Gestational 
age 
16 -20 
weeks 
0 0.0% 0 0.0% 0 0.0% 0 
2=7.73 
P=0.02 (S) 
21 -24 
weeks 
0 0.0% 1 6.3% 15 93.7% 16 
25 -28 
weeks 
0 0.0% 2 10.0% 18 90.0% 20 
29 -32  
weeks 
0 0.0% 9 37.5% 15 62.5% 24 
Duration of 
Diabetes 
Mellitus 
One month 0 0.0% 3 10.7% 25 89.3% 28 
2=8.57 
P=0.03(S) 
Two 
months 
0 0.0% 3 15.0% 17 85.0% 20 
Three 
months 
0 0.0% 4 50.0% 4 50.0% 8 
> Three 
months 
0 0.0% 2 50.0% 2 50.0% 4 
Family 
history 
Grand 
father 
0 0.0% 0 0.0% 10 100.0% 10 
2=6.87 
P=0.14(NS) 
Grand 
mother 
0 0.0% 3 37.5% 5 62.5% 8 
Father 0 0.0% 3 33.3% 6 66.7% 9 
Mother 0 0.0% 3 33.3% 6 66.7% 9 
None 0 0.0% 3 12.5% 21 87.5% 24 
Test  used FBS 0 0.0% 7 29.2% 17 70.8% 24 2=2.10 
P=0.14 
(NS) 
PPBS 0 0.0% 5 13.9% 31 86.1% 36 
Above the table reveals the association between  post test level of 
knowledge and their demographic variables.Elder mothers, More 
educated mothers, 21-Gestational weeks mothers, less duration of DM  
mothers were gained more knowledge than others. 
Statistical significance was calculated using pearson chi square 
test. 
 46  
Table-4.15: Association between Knowledge Gain Score and 
Demographic Variables 
Demographic 
variables 
Knowledge gain score 
N 
Chi square 
test 
Pretest Posttest 
Gain 
score= 
Post-Pre 
Mean SD Mean SD Mean SD 
Age 18 -21 
years 
0.00 0.00 0.00 0.00 0.00 0.00 0 
2=8.20 
P=0.02(S) 
22 -25 
years 
14.3 7.7 24.7 3.2 10.5 5.5 16 
26 -30 
years 
14.6 7.1 24.2 3.6 9.6 5.5 40 
>30 years 9.0 .0 20.0 .8 11.0 .8 4 
Education Non 
formal 
education 
21.7 5.2 25.5 1.4 3.8 4.5 6 
2=10.42 
P=0.02(S) 
 
 
 
 
 
 
 
 
Primary 
education 
7.9 4.5 21.6 3.4 13.7 5.7 11 
Higher 
secondary 
education 
10.6 2.2 22.3 2.5 11.7 2.5 27 
Diploma/ 
Graduation 21.4 6.2 28.1 1.4 6.7 5.4 16 
Occupation Housewife 14.5 5.9 24.4 3.1 9.9 4.6 31 
2=4.62 
P=0.20 
(NS) 
 
 
Self 
employee 
16.2 7.8 25.3 3.1 9.1 5.6 10 
Coolie 10.7 4.0 18.9 3.4 8.2 4.9 16 
Govt 
employee 
12.0 .0 22.7 .6 10.7 .6 3 
Type of 
family 
system 
Joint 
family 
12.0 7.2 23.4 3.4 11.4 5.3 16 2=0.86 
P=0.39 
(NS) Nuclear 
family 
14.9 7.0 25.0 3.6 10.1 5.1 44 
Place of 
residence 
Rural 13.3 6.9 24.2 3.8 10.8 5.2 32 2=1.37 
P=0.17(NS) Urban 15.0 7.4 24.0 3.3 9.0 5.4 28 
Diet 
pattern 
Vegetarian 14.0 8.1 22.5 2.9 8.5 5.8 12 2=1.06 
P=0.28 
(NS) 
Non 
vegetarian 
14.1 6.9 24.5 3.6 10.3 5.2 48 
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Demographic 
variables 
Knowledge gain score 
N 
Chi square 
test 
Pretest Posttest 
Gain 
score= 
Post-Pre 
Mean SD Mean SD Mean SD 
Gestational 
age 
16 -20 
weeks 
0.00 0.00 0.00 0.00 0.00 0.00 0 
2=8.09 
P=0.01 (S) 
21 -24 
weeks 
12.0 7.0 26.1 2.3 14.1 5.2 16 
25 -28 
weeks 
14.6 5.7 22.8 2.5 8.3 4.0 20 
29 -32  
weeks 
15.1 8.1 23.7 4.4 8.7 5.0 24 
Duration 
of Diabetes 
Mellitus 
One month 13.3 7.2 23.9 3.1 10.6 6.0 28 
2=3.33 
P=0.03(S) 
Two  
months 
17.8 2.8 25.2 3.5 11.4 2.5 20 
Three 
months 
12.5 6.9 19.1 2.3 6.6 5.1 8 
> Three 
months 
15.5 7.0 20.3 .5 4.8 6.8 4 
Family 
history 
Grand 
father 
15.4 5.8 27.2 1.8 11.8 4.4 10 
2=6.77 
P=0.15(NS) 
Grand 
mother 
8.5 3.8 22.1 2.7 10.6 4.2 8 
Father 13.7 5.8 23.3 3.6 9.7 3.0 9 
Mother 18.1 8.7 22.8 4.7 9.7 4.7 9 
None 14.1 7.4 24.2 3.2 8.1 5.6 24 
Test  used FBS 13.7 6.3 22.9 4.1 9.2 4.0 24 2=0.90 
P=0.37 
(NS) 
PPBS 14.4 7.6 24.9 2.9 10.5 6.0 36 
Above the table reveals the association between  level of 
knowledge gain score and their demographic variables  Elder mothers, 
More educated mothers, 21-24 Gestational weeks mothers, less duration 
of DM  mothers were gained more knowledge than others. 
Statistical significance was calculated using oneway analysis of 
variance F-test and student independent t-test. 
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CHAPTER – V 
DISCUSSION 
The study findings are discussed under the following headings, 
1) Assess the knowledge regarding self-administration of insulin 
among primigravida mothers with Gestational Diabetes Mellitus.  
2) Evaluate the effectiveness of video assisted teaching program 
regarding self -administration of insulin among primigravida 
mothers with Gestational Diabetes Mellitus.  
3) Compare pretest and post-test regarding self-administration of 
insulin among primigravida mothers with Gestational Diabetes 
Mellitus. 
4) Determine the association between the knowledge regarding 
gestational diabetes mellitus among selected variables 
5) A significant relationship between the pre-test and post test scores 
6) A significant association between the knowledge of antenatal 
mothers regarding gestational diabetes mellitus and its care  
5.1. Objective: 1 
Assess the knowledge regarding self-administration of insulin among 
primigravida mothers with Gestational Diabetes Mellitus.  
To assess the knowledge regarding self-administration of insulin 
among 30primigravida gestational diabetic mothers revealed that 93.3% 
had inadequate knowledge and practice regarding insulin among 
gestational diabetic mothers 76.7% had inadequate practice in pre -test. 
Later, it revealed that there was need for structured teaching programme 
regarding gestational diabetes mellitus among gestational diabetic 
mothers. These findings are consistent with the findings thatreported 
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54.29% had inadequate knowledge; 40% had moderately adequate 
knowledge; and 5.71% had adequate knowledge in pretest  and 
recommended for providing health information concerning GDM. 
5.2 Objective: 2 
Evaluate the effectiveness of video assisted teaching program 
regarding self -administration of insulin among primigravida mothers 
with Gestational Diabetes Mellitus. 
The evaluation of knowledge regarding self-administration of 
insulin among 30 primigravida gestational diabetic mothers revealed 
that, 40% ofmothers had adequate knowledge, 56.7% had moderately 
adequateknowledge. Assessing practice of insulin regarding 
gestationaldiabetes among gestational diabetic mothers showed that 
46.7% hadadequate practice and 53.3% had moderately adequate 
practice. Afterbeing exposed to structured teaching programme the 
findings showed thatknowledge and practice scores had been markedly 
increased.These findings are consistent and reported that 54.29% had 
adequate knowledge; 31.43% hadmoderately adequate knowledge; and 
14.29% had inadequate knowledgein post-test. 
S Raha et al., (2012) Conducted a Study of maternal obesity 
results in a number of obstetrical and fetal complications with both 
immediate and long-term consequences. The increased prevalence of 
obesity has resulted in increasing numbers of women of reproductive 
age in this high-risk group. Found outcomes were associated with 
altered vascular development in the placenta, as well as increased 
hypoxia in the labyrinth. We propose that the altered placental 
vasculature may result in reduced oxygenation of the foetal tissues 
contributing to premature demise and poor neonatal survival.  
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5.3 Objective: 3 
Compare pretest and post-test regarding self-administration of insulin 
among primigravida mothers with Gestational Diabetes Mellitus.  
The Comparison onpretest and post-test regarding self-
administration of insulin among primigravida mothers with Gestational 
Diabetes Mellitushad showed  markedly increased as evidenced by the 
post test analysis. This revealed that the mean posttestknowledge scores 
of mothers was 18.8 (SD-4.58) which was increased compared to the 
mean pretestknowledge scores 7.46 (SD-2.04). The „t‟ value was of 
1.699 which is highly significant at (P<0.05) level. Hence H1, the mean 
post test knowledge scores is significantly higher than the mean pre test 
knowledge scores was accepted.showed that the mean posttest practice 
scores of antenatal mothers with gestational diabetes mellitus was 6.63 
(SD 1.35) which was increased compared to the mean pretest practice 
scores 2.96 (SD-0.87). The„t‟ value was 1.699 which is highly 
significant at (P<0.05) level. 
Determine the association between the knowledge regarding 
gestational diabetes mellitus among selected variables. 
There is positive correlation between mean post test knowledge 
and pre test on determining the association between the knowledge 
regarding gestational diabetes mellitus among selected variables.Further 
it could be inferred that knowledge and practice depends on each other. 
The reason might be when the knowledge is improving, practice also 
will improve. Hence, there is a significant correlation between post 
testknowledge and practice scores on gestational diabetes among 
gestational diabetic mothers. There is a significant correlation between 
post test knowledge score and practice scores was accepted.   
E Capobianco et al., (2016) conducted a study family history of 
diabetes predisposes to gestational diabetes mellitus (GDM). We 
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hypothesized that female offspring of rats with pre-gestational diabetes 
will develop GDM, a pathology associated with foetal overgrowth and 
altered placental signaling. We found normal glycemia and insulinemia 
in the offspring from pre-gestational diabetic rats at three months of age. 
We conclude that exposure of maternal diabetes in utero programs GDM 
in the female offspring, leading to a GDM model associated with 
impaired placental signaling pathways, increased pro-oxidant/pro-
inflammatory environment and foetal overgrowth. 
A significant relationship between the pre-test and post test scores. 
A significant relationship between the pre-test and post test 
scores. Amongthese, three demographic variables were associated with 
posttestknowledge scores of antenatal mothers with gestational diabetes 
mellitus.They were educational status (x2= 7.22), duration of gestational 
diabetesmellitus (x2=4.44) and gestational age (x2=6.43) respectively. 
Soeducational status plays an important role in gaining knowledge.There 
was a significant association found between posttest knowledge scores 
with duration of GDM and gestational age as they are already exposed to 
treatment and instruction. 
A significant association between the knowledge of antenatal mothers 
regarding gestational diabetes mellitus and its care. 
These findings are consistent with the findings investigated the 
association between the knowledge of antenatal mothers regarding 
gestational diabetes mellitus and its care. Women completed the Test of 
Functional Health Literacy in adultsshort form and a questionnaire. A 
score of <or =30 was defined as low functional health literacy. Of 74 
women participated in the study, 16 (22%) were classified as having low 
functional health literacy. Compared with women with adequate health 
literacy, those with low health literacy were significantly more likely to 
have an unplanned pregnancy. 
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R Artal et al., (2016) Exercise plays an important role in 
reducing the prevalence of gestational diabetes mellitus (GDM) in 
women with or without risk factors. GDM risk factors include obesity, 
family history of diabetes, high-risk ethnicity, increased maternal age, 
history of GDM, delivering a macrosomic infant, excessive gestational 
weight gain early in pregnancy (before glucose screening), sedentary 
behaviour, low physical activity, and vitamin D deficiency. 
Most GDM patients can be managed with lifestyle modifications that 
include medical nutrition therapy and physical activity. When adherence 
is high and women are fully engaged in the exercise program, GDM can 
be effectively managed and prevented. 
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CHAPTER – VI 
SUMMARY, IMPLICATION, LIMITATION, 
RECOMMENDATION AND CONCLUSION 
This chapter deals with Summary, Implication, Recommendation 
and Conclusion. GDM is the most common metabolic complication of 
pregnancy, illustrates the interaction between the physiologic changes of 
pregnancy and pathophysiology of disecase. So it is important to 
regulate blood sugar in order to prevent from complications.  
A formal Ethical approval was obtained after the content validity 
of the tool from Medial and Nursing experts the tool (Semi-Structured 
Quesionnaire) was used in the pilot study to assess its reliability by test -
retest method and feasibility of the study was assess. The study was 
conducted between 02.01.2017 and 27.01.2018. The investigator chose 
pre-experimental one group pre-test, post-test design ina quatitative 
research approach. Samples selected by using convenient sampling 
technique among primigravida mothers with Gestational Diabetes 
attending AN OPD and their knowledge of GDM before and after VAT. 
The findings of the study derived from statistical analysis with its 
pertinence of the objectives and related to the study. The problem stated 
was Evaluate the effectiveness of video assisted teaching programme on 
gestational diabetes mellitus among  primigravida mothers attending 
antenatal outpatient department at Institute of Obstetrics and 
Gynaecology hospital for women and Children, Egmore, Chennai-08. 
The Study findings are summarized below: 
1) The study reveals demographic characteristics of 60 primigravida 
mothers who are participated in this study among which 66.6 
%belongs to 26-30 years . 
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2) Education of the primigravida mothers who are participated in this 
study among which 45.0 % belongs to higher secondary 
education. 
3) Occupation of primigravida mothers who are participated in this 
study among which 51.7 % were home maker .  
4) Type of family system of the primigravida mothers who are 
participated in this study among which 73.3% belongs to nuclear 
family. 
5) Place of residence were 53.3 % in Rural  
6) Diet pattern was 80% nonvegetarian  
7) Gestational age  was  40% 
8) Duration of gestational age was one month in 40 .0 % 
9) Family history 40 % was none . 
Findings related to knowledge regarding administration of insulin  
1) Out of 60 samples in general information 
2) 0.0%were inadequate knowledge, 
3) 20.0% were moderate knowledge, 
4) 80.0% adequate knowledge 
Findings related to association with demographic variables  
There was significant association with the effectiveness of video 
assisted teaching regarding self administration of insulin and their age 
x2 value-1.46 p-6.48* 
There was significant association with the effectiveness of video 
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assisted   teaching regarding self administration of insulin and their 
education x2 value-1.19 p-0.75* 
There was significant association with the effectiveness of video 
assisted teaching regarding self administration of insulin and their 
occupation x2 value-1.14 p-0.76* 
There was significant association with the effectiveness of video 
assisted teaching regarding self administration of insulin and their type 
of family system 
6.2 IMPLICATION  
Nursing Service  
1) The video assisted  teaching programme used to improve the 
knowledge regarding gestational diabetes mellitus among 
gestational diabetic mothers.  
2) Healthy baby from the healthy mother is a vital function of the 
nurse and Nurse can use this video assisted  teaching programme 
among all the gestational diabetic mothers in community.  
3) The video assisted  teaching programme programme can be used 
to improve the knowledge regarding gestational diabetes mellitus 
and self =administration of insulin utilization to the expectant 
mothers.  
Nursing Education  
1) Students can utilize the video assisted teaching  teaching 
programme to give health education to mothers with gestational 
diabetes mellitus. 
2) Teacher can utilize the video assisted teaching programme to 
teach community health nursing students in their community.  
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3) Hand out can be used for all the beneficiaries in a community set 
up. 
4) The structured video assisted teaching  programme can be utilized 
by the nurses to educate the mothers in sub  centers , primary 
health centers. 
 Nursing Administration  
1) Nursing administrators can utilize the video assisted  teaching 
programme while conducting in service education programme for 
directing and motivating the staff towards implementation of 
awareness programme. 
2) Nursing administrators have more responsibility as supervisor on 
creating awareness regarding GDM among primimothers by 
facilitating free distribution of booklets, handouts, and charts 
regularly to patients in outpatient department of hospitals, health 
clinics in urban and rural. 
3) Nursing administrators can formulate policies that will includes 
all  nursing staff to be actively involved in health education 
programme  in their respective hospitals.  
 NURSING RESEARCH  
1) This study can be effectively utilized by the emerging researchers 
for their reference purpose.   
2) This study can be base line for further studies is build upon.  
6.3 LIMITATION  
It was time consuming for the investigator, as it took one hour 30 
minutes to interview and educate the mother.  
The study assessed only knowledge. 
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The study was limited to the primigravida mothers with GDM of 
IOG out patient department. 
The duration of the study was limited only to 4 weeks.  
6.4 RECOMMENDATIONS  
1) A longitudinal study can be done using post test after 2 weeks, 3 
weeks and 4 weeks to see retention of knowledge.  
2) This similar study can be replicated on large sample in various 
hospitals, there by findings can be generalized in large 
population. 
3) This similar study can be replicated with control and experimental  
group. 
6.5 CONCLUSION 
Planned video teaching programme was conducted to enhance and 
improving the knowledge among the primigravida mothers with 
Gestational Diabetes Mellitus and its management by using self 
administration of insulin, diet, exercise attending Antenatal Outpatient 
Department, Institute of Obstetrics and Gynaecology, Govt. Hospital for 
Women and Children, Egmore, Chennai. Before planned teaching 
programme, 80% of primi gravida mothers having inadequate level of 
knowledge score, 25% of primi gravida mothers having moderate level 
of knowledge score and none of them having adequate level of 
knowledge score. After plnaned video assisted teaching programme, 
immediately gain adequate level of knowledge score and average in post 
test after having planning video assisted teaching progamme. Hence the 
planned video assisted teaching programme was instructionally effective 
appropriate and feasible. 
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SEMISTRUCTURED QUESTIONNAIRE 
PART-I 
A) DEMOGRAPHIC VARIABLES 
 
1) Antenatal Mother’s Age 
a) 18-21 Years  
b) 22-25 Years  
c) 26-30 Years  
d) 30 Years and above  
2) Antenatal Mother’s Education Level 
a) No formal education  
b) Primary Education  
c) Secondary Education  
d) Degree/ Diploma  
3) Occupation 
a) House Wife  
b) Self Employed  
c) Private Employee/ Daily Wages  
d) Government Employee  
4) Type of Family 
a) Nuclear  
b) Joint  
5) Residence 
a) Urban  
b) Rural  
6) Dietary Pattern 
a) Vegetarian  
b) Non Vegetarian  
c) Mixed Diet  
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B) CLINICAL VARIABLES 
7) Gestational Age 
a) 20-23 Weeks  
b) 24-27 Weeks  
c) 28-30 Weeks  
d) 31-34 Weeks  
8) Duration of Gestatinoal Diabetes Mellitus 
a) One Month  
b) Two Month  
c) Three Months  
d) Four Months  
9) Family History of Diabetes Mellitus 
a) Grandfather  
b) Grandmother  
c) Father  
d) Mother  
10) Blood Sugar Level 
a) Fasting  
b) Postprandial  
c) HbA1C Value  
d) Oral glucose tolerance test value  
11) Insulin shuld be stored in 
a) Room Temperature  
b) Refrigerator  
c) Freezer Box  
d) Don’t Know  
12) Insulin injection should be used by the following manner 
a) Vigorous shaking of the insulin vial  
b) Up and down shaking the insulin vial  
c) Roll on hands over insulin vial  
d) Don’t know  
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PART-II 
MEANING 
1) Diabetes Mellitus is 
a) Metabolic disorder  
b) Deficiency of carbohydrate  
c) Deficiency of Protein  
d) Don’t know  
2) Gestational Diabetes Mellitus is 
a) 1st recognition of high Blood Sugar during pregnancy  
b) Impaired Insulin Level  
c) Impaired Insulin Tolerance  
d) Don’t know  
3) Gestational Diabetes Mellitus will be the 
a) Temporary condition  
b) Permanent  
c) Continue as Diabetes Mellitus  
d) Don’t know  
CAUSES 
4) Gestational Diabetes Mellitus can occur due to 
a) Family history of diabetes and obesity  
b) Consanguineous Marriage  
c) High Parity  
d) Don’t know  
SIGNS AND SYMPTOMS 
5) Main symptoms of hypoglycemia are 
a) Giddiness, Unconsciousness  
b) Polyuria  
c) Dullness  
e) Don’t know  
 4 
6) Main symptoms of hyperglycemia are 
a) Polyuria  
b) Unconsciousness  
c) Irritability  
d) Don’t know  
INVESTIGATION 
7) Gestational Diabetes Mellitus is usually diagnosed at  
a) Second trimester of the pregnancy  
b) During first trimester  
c) As soon as the pregnancy is confirmed  
d) Don’t know  
8) The confirmatory test to diagnose gestational Diabetes 
Mellitus is 
a) Blood test OGCT  
b) Random blood sugar  
c) F/PP  
d) Don’t know  
MANAGEMENT 
9) The food rich in fibre content are 
a) Green Vegetables  
b) Cereals, Pulses  
c) Egg, Milk  
d) Don’t know  
10) The food rich in complex Carbohydrates are 
a) Whole grains, wheat  
b) Potato  
c) Butter, Curd  
d) Don’t know  
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11) The foodds rich in protein are 
a) Pulses, Spurts, Egg  
b) Rice  
c) Fruits  
d) Don’t know  
12) Foods rich in fat are 
a) Rice  
b) Meat, Chicken  
c) Wheat  
d) Don’t know  
13) Which type of food can be taken during midmorning 
a) Raw Vegetables  
b) Chips  
c) Cream Biscuits  
d) Don’t know  
14) Fruit that is not rich in sugar 
a) Mango  
b) Banana  
c) Guava  
d) Don’t know  
15) Split diet regimen for women with GDM is  
a) Three meals and three snacks  
b) Four meals and no snacks  
c) Three meals and no snacks  
d) No Snacks  
16) The vegetable can be avoided by the Gestational Diabetes 
Mellitus Mother is 
a) Beet Root  
b) Green Leaves  
c) Drumstick  
d) Don’t know  
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17) Simple home management of hypoglycemia is 
e) Take insulin  
f) Take sugar  
g) Take Salt  
h) Don’t know  
18) The exercise which is recommended for gestational 
Diabetes mother is 
i) Cycling  
j) Walking  
k) Swimming  
l) Don’t know  
19) Specific exercise which is recommended for Gestational 
Diabetes Mother is 
a) Leg Exercise  
b) Hand Exercise  
c) Abdominal Exercise  
d) Don’t know  
20) Need for exercise in Gestational Diabetes Mother is  
a) Helps to reduce serum glucose level and insulin need  
b) Helps to increased SG level  
c) It will reduce insulin secretion  
d) Don’t know  
 
INSULIN THERAPY 
21) The correct time to take insulin in 
a) ½ an Hour before food  
b) ½ an Hour after food  
c) 2 Hrs before food  
e) Don’t know  
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22) Which part is advised for insulin injection for Gestational 
Diabetes is 
a) Arms (posterior Surface), Thighs (anterior surface)  
b) Abdomen, Arms  
c) Only Thighs  
d) Don’t know  
23) How many times we an use the disposable syringe 
d) Sine Use  
e) One Day  
f) One Week  
e) Don’t know  
24) Pain may be minimized while giving injction by 
a) Avoiding muscle to keep use  
b) Keeping the injection site tense  
c) Use severe needle  
d) Don’t know  
25) Insulin dose will be adusted as per 
a) Doctors advice  
b) Self  
c) As per our food intake  
d) Don’t know  
COMPLICATION 
26) From the following one will be main complication 
a) Excess fluid intake amniotic sac  
b) Increased chance of instrumental delivery  
c) Back Pain  
d) Don’t know  
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27) From the following one will be foetal complication 
a) Delayed delivery  
b) Big baby  
c) Defect in the vertebral column  
d) Don’t know  
FOLLOWUP & HEALTH EDUCATION 
28) During postpartum period, the mother should 
a) Fully avoid breast feeding  
b) Immediately start breast feeding  
c) Delayed to start breast feeding  
d) Don’t know  
29) Gestational Diabetes Mellitus management through 
a. Medical Management  
b. Medical Nutrition Therapy  
c. Physical Activity & Monitoring blood glucose level  
b) Don’t know  
30) The best contraception prepared after delivery in 
e) Pills  
f) Copper T  
g) No need to take anything  
c) Don’t know  
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KEY ANSWERS 
1) a 
2) a 
3) a 
4) a 
5) a 
6) a 
7) a 
8) a 
9) a 
10) a 
11) a 
12) b 
13) a 
14) c 
15) a 
16) a 
17) b 
18) b 
19) b 
20) a 
21) a 
22) a 
23) a 
24) a 
25) a 
26) b 
27) b 
28) b 
29) d 
30) b 
 
 1 
ãÇî-1 
jhÆ‹ Ra F¿¥ò 
m) fUî‰w jhÆ‹ Ra jftšfŸ 
1) fUî‰w jhÆ‹ taJ 
m) 18-21 taJ  
M) 22-25 taJ    
ï) 26-30 taJ  
<) 30 taJ k‰W« mj‰F nkš  
2) fUî‰w jhÆ‹ fšÉ¤jFâ 
m) Kiwrhuh fšÉ  
M) Mu«g¡ fšÉ    
ï) ca®Ãiy gŸË¡fšÉ  
<) g£l¥go¥ò/ g£la¥go¥ò  
3) bjhÊš 
m) ïšy¤juá  
M) Ra bjhÊš    
ï) âd¡TÈ  
<) murh§f gÂ  
4) FL«g tif 
m) T£L¡FL«g«  
M) jÅ¡FL«g«    
5) ïU¥ãl« 
m) »uhk«  
M) efu«  
6) czîKiw 
m) irt«  
M) mirt«    
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M) kU¤Jt jftšfŸ 
7) f®¥g fhy« 
m) 16-20 thu§fŸ  
M) 21-24 thu§fŸ    
ï) 25-28 thu§fŸ  
<) 29-32 thu§fŸ  
8) ÚÇÊî nehÆ‹ fhy« 
m) xU khj«  
M) ïu©L khj§fŸ    
ï) _‹W khj§fŸ  
<) eh‹F khj§fŸ k‰W« mj‰F nkš  
9) ÚÇÊî nehŒ F¿¤J gu«giu F¿¥ò 
m) jh¤jh  
M) gh£o    
ï) m¥gh   
<) m«kh  
10) ïu¤j¤âš FSnfhÌ‹ msî mâf« ïUªjJ 
m) btW« tÆ‰¿š vL¤j gÇnrhjid msî  
M) czî¡F ãwF vL¤j gÇnrhjid msî    
ï) FSnfh° fyªJ Fo¤j ãwF vL¤j gÇnrhjid msî  
<) _‹W khjfhy FS¡nfh° msî   
11) ï‹RÈ‹ kUªJ it¤âU¡f nt©oa ïl« 
m) miwÆ‹ j£gbt¥g ÃiyÆš nghJkhdJ  
M) FË®rhjdbg£oÆš it¡f nt©L«    
ï) _oa bg£oÆš  
<) FË®rhjd bg£oÆ‹ ciwÃiy gFâÆš it¡f nt©L«  
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12) ï‹RÈ‹ kUªij cgnahf¥gL¤Jtj‰F K‹ F¥ãia 
m) ntfkhf fy¡f nt©L«  
M) nkY« ÑG« fy¡f nt©L«    
ï) cŸs§iffS¡F ïilÆš it¤J Äjkhf  
cU£l nt©L«  
<) fy¡f njit ïšiy  
ãÇî-2 
m®¤j§fŸ 
1) ÚÇÊî nehŒ v‹gJ 
m) ïu¤j¤âš r®¡fiuÆ‹ msî khWgLtJ  
M) njhš r«gªj¥g£l FiwghL    
ï) áWÚuf nehŒ  
<) bjÇaÉšiy  
2) f®¥g fhy ÚÇÊî nehŒ v‹gJ 
m) Kj‹Kiwahf f®¥gfhy¤âš f©l¿a¥g£lJ  
M) ï‹RÈ‹ msî khWgLjš    
ï) ts®ráij FiwghL  
<) bjÇaÉšiy  
3) f®¥g fhy ÚÇÊî nehahdJ 
m) j‰fhÈfkhdJ  
M) ÃuªjukhdJ    
ï) bjhlU« nehŒ  
<) bjÇaÉšiy  
fhuÂfŸ 
4) f®¥g fhy ÚÇÊî nehŒ Ñœf©l fhuz¤âdhš tuyh« 
m) FL«g gu«giuia bghW¤jJ, gUk‹  
M) beU§»a cwÉš âUkz« brŒjš    
ï) mâf FHªij bg‰W¡bfh©lhš  
<) bjÇaÉšiy  
 4 
m¿F¿fŸ 
5) r®¡fiu FiwjÈ‹ m¿F¿ahdJ 
m) jiyR‰wš  
M) mâfáWÚ® btËnaWjš    
ï) bt¥g« FiwªJ ášÈ£Lnghjš  
<) bjÇaÉšiy  
6) r®¡fiuÆ‹ msî mâfÇ¤jÈš m¿F¿ahdJ 
m) mâf áWÚ® btËnaWjš  
M) Ra Ãidit ïHªJÉLjš    
ï) vÇ¢rY©lhjš  
<) bjÇaÉšiy  
gÇnrhjidfŸ 
7) f®¥gfhy ÚÇÊî nehŒ, f®¥g¤â‹ vªj fhyf£l¤âš f©l¿a¥gL»wJ? 
m) f®¥gfhy¤â‹ ïu©lhtJ ghâÆš  
M) Kjš _‹W khj§fS¡FŸ    
ï) fU¤jÇ¤j clnd  
<) bjÇaÉšiy  
8) f®¥gfhy ÚÇÊî nehia cWâgL¤J« gÇnrhjid vJ? 
m) FS¡nfh° mUªâa ãwF ïu¤jâš r®¡fiuÆ‹ 
msit gÇnrhâ¡F« Kiw    
M) njhuhakhd ïu¤j¥ gÇnrhjid   
ï) czî¡F K‹ vL¡f¥gL« ïu¤j gÇnrhjid  
<) bjÇaÉšiy  
ftÅ¥ò KiwfŸ 
9) f®¥gfhy ÚÇÊî nehŒ cŸs jhŒ nr®¤J¡bfhŸs nt©oa 
eh®¢r¤J mâfKŸs czî tifahdJ 
m) Ñiu, fhŒf¿fŸ  
M) áWjhÂa§fŸ    
ï) K£il, ghš  
<) bjÇaÉšiy  
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10) f®¥gfhy ÚÇÊî nehŒ cŸs jhŒ jÉ®¡fnt©oa khî¢r¤J 
mâfKŸs czîtifahdJ 
m) gÆW tiffŸ, nfhJik  
M) »H§F tiffŸ    
ï) jÆ®, nkh®  
<) bjÇaÉšiy  
11) f®¥g fhy ÚÇÊî nehŒ cŸs jhŒ nr®¤J¡bfhŸs nt©oa 
òuj¢r¤J mâfKŸs czîfŸ ahit? 
m) Kisf£oa gaW tiffŸ, gU¥ò tiffŸ, K£il  
M) mÇá    
ï) gH§fŸ  
<) bjÇaÉšiy  
12) bfhG¥ò¢r¤J Ãiwªj czî tiffŸ 
m) mÇá  
M) f¿, nfhÊ f¿    
ï) nfhJik  
<) bjÇaÉšiy  
13) e©gfš neu¤âš vªj tifahd czîfis vL¤J¡bfhŸs 
nt©L«? 
m) g¢ir fhŒf¿fŸ fyit  
M) bghÇ¤j czî tiffŸ    
ï) buh£o tiffŸ  
<) bjÇaÉšiy  
14) r®¡fiuÆ‹ msî Fiwthf cŸs gH« vJ 
m) kh«gH«  
M) thiH¥gH«    
ï) bfhŒah¥gH«  
<) bjÇaÉšiy  
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15) f®¥gfhy ÚÇÊî nehŒ cŸs jhŒ vL¤J¡bfhŸs nt©oa 
g»®czî Kiw vJ? 
m) _‹WKiw czî, _‹WKiw â‹g©l§fŸ  
M) ïu©LKiw czî, _‹WKiw â‹g©l§fŸ    
ï) eh‹FKiw czî, â‹g©l§fŸ ïšiy  
<) bjÇaÉšiy  
m) g¢ir fhŒf¿ rhy£  
M) bghÇ¤j czîfŸ    
ï) nf¡  
<) bjÇaÉšiy  
16) f®¥gfhy ÚÇÊî nehŒ cŸs jhŒ jÉ®¡f nt©oa fhŒf¿ vJ? 
m) Õ£%£  
M) ÑiutiffŸ    
ï) KU§if¡fhŒ  
<) bjÇaÉšiy  
17) ïuÉš r®¡fiu Fiwtâdhš mtâ¥gL« jhŒ brŒa nt©oa 
vËa Ô®î vJ? 
m) ï‹RÈ‹ kUªJ vL¤J¡bfhŸs nt©L«  
M) r®¡fiu vL¤J¡bfhŸs nt©L«    
ï) c¥ò vL¤J¡bfhŸs nt©L«  
<) bjÇaÉšiy  
18) f®¥gfhy ÚÇÊî nehŒ cŸs jhŒkh®fS¡F gÇªJiu¡f¥gL« 
vËa cl‰gÆ‰á vJ? 
m) Äât©o X£Ljš  
M) eilgÆ‰á    
ï) Ú¢rš gÆ‰á  
<) bjÇaÉšiy  
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19) f®¥gfhy ÚÇÊî nehŒ cŸs jhŒkh®fS¡F mË¡f¥gL« 
áw¥ò gÆ‰á vJ? 
m) fhš gÆ‰á  
M) if gÆ‰á    
ï) tÆ‰W jir gÆ‰á  
<) bjÇaÉšiy  
20) f®¥gfhy ÚÇÊî nehŒ cŸs jhŒkh®fS¡F cl‰gÆ‰á 
brŒtj‹ mtáa« v‹d? 
m) ïu¤j¤âš r®¡fiuÆ‹ msití«, ï‹RÈ‹ 
njitiaí« Fiw¡f cjî»wJ  
M) r®¡fiuÆ‹ msit mâfÇ¡f¢ brŒ»wJ    
ï) ï‹RÈ‹ c‰g¤âia Fiw¡»wJ  
<) bjÇaÉšiy  
Cá kUªJ ga‹gL¤J« Kiw 
21) ï‹RÈ‹ nghL« rÇahd neu« 
m) czî c©gj‰F miu kÂ neu¤â‰F K‹  
M) czî c©l miu kÂ neu¤â‰F ã‹    
ï) czî c©gj‰F ïu©L kÂ neu¤â‰F K‹  
<) bjÇaÉšiy  
22) f®¥gfhy ÚÇÊî nehŒ cŸs jhŒkh®fS¡F ï‹RÈ‹ Cá 
nghl gÇªJiu¡f¥gL« clš gFâ vJ? 
m) ã‹g¡f if, K‹ bjhil  
M) tÆW    
ï) bjhilfËš k£L«  
<) bjÇaÉšiy  
23) ï‹RÈ‹ Cáia v¤jid Kiw cgnahf¥gL¤jyh«? 
m) xU Kiw  
M) xU ehŸ    
ï) xU thu«  
<) bjÇaÉšiy  
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24) Cá nghL«nghJ tÈ bjÇahkš ïU¡f 
m) jiria ïyFthf it¤âU¡f nt©L«  
M) ïU¡fkhf it¤âU¡f nt©L«    
ï) xnu Cáia cgnahf¥gL¤jyh«  
<) bjÇaÉšiy  
25) ï‹RÈ‹ kUªâ‹ msit kh‰Wtj‰F? 
m) kU¤JtÇ‹ Mnyhrid f£lha« nt©L«  
M) jhkhfnt kh‰wyh«    
ï) eh« rh¥ãL« czÉ‰nf‰g kh‰wyh«  
<) bjÇaÉšiy  
FiwghLfŸ 
26) f®¥gfhy ÚÇÊî nehíŸs jhŒkh®fS¡F V‰gL« ghâ¥ò 
v‹d? 
m) mâf Ú® nfh®¤jš  
M) Míj ãurt«    
ï) KJF tÈ  
<) bjÇaÉšiy  
27) f®¥gfhy ÚÇÊî nehÆdhš FHªijfS¡F V‰gL« ghâ¥ò 
v‹d? 
m) fhyjhkjkhd ãurt«  
M) bgÇa FHªij    
ï) KJFj©oš FiwghL  
<) bjÇaÉšiy  
ã‹g‰w nt©oa Rfhjhu fšÉ 
28) FHªij ãwªj ã‹ jhŒ¥ghš òf£Ltij? 
m) KGtJkhf jÉ®¡f nt©L«  
M) cldoahf jhŒ¥ghš òf£l nt©L«    
ï) á¿J neu« fÊ¤J jhŒ¥ghš òf£l nt©L«  
<) bjÇaÉšiy  
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29) f®¥gfhy ÚÇÊî nehíŸs jhŒkh®fŸ j§fis 
ftÅ¤J¡bfhŸs brŒa nt©oaJ 
m) kU¤Jt Mnyhridíl‹ Toa czîKiw  
M) czî Kiw kh‰w«    
ï) cl‰gÆ‰á k‰W« ïu¤j¥ gÇnrhjid  
<) bjÇaÉšiy  
30) ãurt¤â‰F ã‹ áwªj fU¤jil Kiw vJ? 
m) kh¤âiufŸ  
M) fh¥g®-o    
ï) vJî« ïšiy  
<) bjÇaÉšiy  
STRUCTURE TEACHING PROGRAMME 
GESTATIONAL DIABETES MELLITUS 
 
Topic      : Gestational Diabetes Mellitus 
Duration    : 45 minutes 
Group    : Antenatal mothers with gestational diabetes mellitus 
Place     : Institute of Obstetrics & Gynaecological Hospital. 
Method of Teaching: Lecture cum discussion. 
Medium of Instruction: Tamil. 
Teaching Aids: Compact Disc with laptop. 
 
 
 
 
 
  
GENERAL OBJECTIVES:-  
 At the end of the teaching, mothers will be able to acquire in depth knowledge regarding gestational diabetes  
mellitus and its management and develop skills in their day to day life.  
 
SPECIFIC OBJECTIVES:-  
 The mothers will be able to;  
• define gestational diabetes mellitus  
• list down the risk factors  
• explain the pregnancy increased metabolic changes  
• enlist the diagnosis of gestational diabetes  
• differentiate the sign and symptoms   
• narrate the effects of pregnancy on diabetes  
• discuss the effect of diabetes on pregnancy  
• describe the management for gestational mellitus. 
 
Specific 
objective 
Content AV aids Teacher 
learner 
activity 
 
Introduce the 
topic 
 
 
 
 
 
 
 
 
 
 
Define 
gestational 
diabetes 
mellitus 
 
INTRODUCTION :       Pregnancy is a period where profound changes will takes 
place in the body. Pregnancy may be complicated by a variety of disorders and 
conditions that can profoundly affect the client and her fetus. The pathophysiology 
of many disorders may adversely affect pregnancy. Similarly, the physiologic 
changes may modify the clinical course of some disorders and their management. 
Diabetes mellitus is the most common metabolic complication of pregnancy, 
illustrates the interaction between the physiologic changes of pregnancy and 
pathophysiology of disease. So it is important to regulate blood sugar, in order to 
prevent from diabetic complications.  
 
DEFINITION :        Gestational diabetes mellitus is defined as any degree of 
glucose intolerance with the onset or first recognition occurring during pregnancy. 
 
 
 
 
 
 
 
 
 
 
 
  
Specific 
objective 
Content AV aids Teacher 
learner 
activity 
 
List down the 
risk factors 
 
RISK FACTORS  
• Obesity 
• Family history of diabetes. 
• Previous large newborn. 
• Previous newborn with a congenital anomaly. 
• Unexplained pregnancy wastage 
(Spontaneous abortion / still birth). 
• Multiparty. 
• Presence of hydramnios. 
• Age over 35 years. 
• Maternal hypertension. 
 
 
 
 
 
 
  
 
 
Specific 
objective 
Content AV aids Teacher 
learner 
activity 
 
Explain the 
pregnancy 
increased 
metabolic 
changes  
 
 
 
 
 
 
 
 
 
 
 
Pregnancy induced metabolic changes: During the later half of the pregnancy , 
increased levels of hormones (human chorionic somatotropin, prolactin, cartisol, 
and glucagons) Causes alteration in the carbohydrate metabolism. Because of this, 
it affects the liver to decrease the glycogen storage and increase glycogen 
production which results in increase in blood sugar level . This high level of sugar 
in blood will not be utilized properly which causes increase the blood sugar of fetus 
and it grows bigger. Increased blood sugar in fetus causes increased urination which 
results in polyhydramnios.  
DIAGNOSIS   
• History  
• Clinical risk factors  
• Oral glucose tolerance test 
 
 
 
 
 
  
Specific 
objective 
Content AV aids Teacher 
learner 
activity 
 
 
This oral glucose tolerance test has been the accepted standard for diagnosis of 
GDM. This test will be performed between 24-28 weeks of gestation (second half 
of the pregnancy ). The mother will be asked to take 50 gram of glucose 200 ml of 
waterorally and after two hour 2-3 ml of blood will be drawn to test the sugar level. 
A threshold value of 140 mg/dl is considered a positive screen result. 
Signs and symptoms 
 
Hypoglycemia hyperglycemia 
Hunger   
Nausea   
Headache   
Sweating   
Nervousness   
Fatigue   
Shallow respiration  Pallor, cold,  
clammy skin   
Blurred vision   
Increased appetite   
Nausea   
Headache   
Polyurea 
Polydypsia   
Dry mouth   
Fatigue   
Tachypnea   
Flushed hot skin 
 
 
 
  
Specific 
objective 
Content AV aids Teacher 
learner 
activity 
 
 
EFFECTS OF PREGNANCY ON DIABETES :  Once gestational diabetes mellitus 
occurs, the pregnancy may result some of the adverse effect that may worsen the 
condition. They are;  
 1. Renal infection is most common during pregnancy. This cause hyperglycemia 
and raise the demand for insulin. So the mother should be careful in maintaining 
proper personal hygiene and should get treatment if she got any urinary tract 
infection.  
 2. During third trimester because of increased levels of placental hormones, the 
blood sugar level will be increased. So there is increased need of insulin. 
3. Soon after delivery, the mother should withdraw the insulin only after confirming 
whether glucose tolerance isrestored. It takes around six weeks to get         to the 
normal level. 
 
 
 
 
 
 
  
 
 
Specific 
objective 
Content AV aids Teacher 
learner 
activity 
 
 
Discuss the 
effects of 
diabetes on 
pregnancy. 
 
EFFECTS OF DIABETES ON PREGNANCY :   
 Gestational diabetes mellitus also affects the pregnancy. Some mothers will exhibit  
symptoms like excessive thirst, hunger, urination and weakness. It affects both the 
mother as well as the fetus.   
 
MATERNAL EFFECTS:  1. Abortion(rarely)  2. Pregnancy induced hypertension  
3. Renal infection  4. Hydramnios  5. Abnormal presentation  6. Prolonged labour  
7. Puerperal infection   
 
 
 
 
 
 
 
 
 
 
 
 
 
Specific objective Content AV aids Teacher 
learner 
activity 
 
 
 
 
Describe the 
management for 
gestational 
diabetes mellitus 
 
 
FETAL EFFECTS :   
1. Big baby  2. Neural tube defect  3. Respiratory distress syndrome       4.   
Cardiac anomalies  
MANAGEMENT :   
Management of gestational diabetes mellitus includes ;  • Diet  • Exercise  • 
Insulin  Adequate control over the blood sugar will help to prevent or lessen the 
incidence of perinatal mortality or morbidity.   
 
NUTRITION :   
Dietary therapy for a gestational diabetic mother includes nutrient meals and 
meal planning and control of maternal weight gain.   
• The caloric requirement for the normal weight client is 35 k.cl per kilogram of 
deal weight per day or approximately 2,000 to 2,500 calories. 
 
 
  
Specific objective Content AV aids Teacher 
learner 
activity 
 
 
• Of the dietary calories the mother should take, 20% to 30 from protein; 40% to 
60% from carbohydrate; and 25% to 40% from fat.   
 • Mother can divide the total calories into three meals and three snacks, is a 
usual regimen for a women with diabetes during pregnancy.   
  • It may be extremely vulnerable for hypoglycemia at night due to the 
continous fetal use of glucose during the time she sleep. If so, she can take her 
final snack of the day one of protein and complex carbohydrate (like dhal or 
sundal) to allow slow digestion during the night.   
 • The appropriate weight gain for the gestational diabetic mother in 10 – 20 kg 
during second and third trimester or 350 – 400 gm per week.   
 
 
 
 
 
 
  
 
 
Specific objective Content AV aids Teacher 
learner 
activity 
 FOODS TO BE INCLUDED :  1. All types of pulses and sprouts.  2. Fresh 
vegetables which grow above the ground level like ladies finger, Broad beans, 
Beans, Brinjal, Drumstick, Bitter ground, Cauliflower, Bottle gourd, Radish, 
Plantainstem, Chow chow, Cabbage, Capsicum, Tomatoes,  Onions, and Garlic.  
3. All types of green leafy vegetables.  4. Vegetable Soups, Butter milk, lime 
juice (without sugar)   
 numbers   
 
 
 
 
 
 
 
 
 
  
Specific objective Content AV aids Teacher 
learner 
activity 
 
 
TIPS REGARDING DIET :   
1. Eat small and frequent meals   
2. Never skip a meal   
3. Avoid fasting or feasting   
4. Eat food that is rich in complex carbohydrates and fiber such as greens 
because they help to reduce blood cholesterol.   
5. Walking for about 45 minutes is good for health which helps to reduce 
weight.   
6. Use cooking oil in rotation   
7. Avoid alcohol and smoking. 
8. Don’t exercise on an empty stomach as it may cause low blood sugar   
9. To have an immediate recovery from hypoglycemic state always have sugar 
or candy in your pocket .  
 
  
 
 
Specific objective Content AV aids Teacher 
learner 
activity 
 
 
 
10. Drink water before taking a meal because it reduces your food intake. 
CARBOHYDRATES : Foods rich in carbohydrates are; • Whole grains • 
Greens • Vegetables • Rice • Cereals • Milk • Fresh fruits  
 PROTEINS: Foods rich in protein are; • Cereals • Pulses 
• Sprouts • Egg • Milk • Green leafy vegetables • Paneer (cottage cheese) FAT: 
Foods rich in fat are; • Ghee • Butter • Mutton • Egg yolk • Cheese • Coconut oil  
 
EXERCISE: Daily exercise is an integral part of the treatment plan because it 
helps in many ways to the gestational diabetic mother.  
 
 
 
 
 
 
 
 
Specific objective Content AV aids Teacher 
learner 
activity 
 
Mention the areas 
for insulin 
administration 
 
• If the arm in which insulin in injected, when the mother actively exercise, the 
insulin is released quickly and hypoglycemia can be marked. To avoid this 
phenomenon, the mother should eat a snack consisting of protein or complex 
carbohydrate before exercise and should maintain a consistent exercise program. 
• Exercise following a meal may  be helpful in preventing meal related blood 
glucose   elevation. • She should follow a consistent and structured program of 
activity rather than an irregular and unpredictable schedule. If any discomforts 
arise like head ache, giddiness, sweating she should discontinue the activity and 
immediately take sugar to get relief of hypoglycemia.  
 
INSULIN: • If diet alone is not helpful in regulating blood sugar, insulin therapy 
should be started. • If the mothers fasting plasma blood glucose level  
 exceeds 105mg/ dl or post prandial blood glucose level 
 
 
  
Specific objective Content AV aids Teacher 
learner 
activity 
 
 
more than 140mg /dl, it indicated she may need              insulin therapy  
• Oral hypoglycemic agents during pregnancy may produce teratogenic effects 
on the fetus. •  Take insulin half an hour before meals. • The main areas for 
injection are the arm (posterior surface) thighs (anterior surface) and hips. • 
Rotate the insulin injection sites regularly. E.g; if you take injection on the arm 
in the morning, you can change it to thighs in the evening • Store your insulin in 
normal room temperature is enough 
. It is safe for you to have intrauterine contraceptives (Copper  -T) but you 
should be careful to note any infections arise. • The safest method is the barrier 
method E.g. Condom, Diaphragm 
 
 
 
 
 
 
  
 
 
Specific objective Content AV aids Teacher 
learner 
activity 
 
 
 
 
 
 
 
 
 
. 
 
 CONCLUTION:-            We have discussed regarding gestational diabetes 
mellitus, its causes, its pathological changes, its effects, self-administration of 
insulin, storage, symptoms, and management. Hope this will help to have self-
care management on gestational diabetes mellitus. 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
Specific objective Content AV aids Teachers 
Learners 
activity 
  
Purpose of exercise: • Exercise helps the muscles to increase their uptake of 
glucose   
• thus helps to lower the blood glucose level. • It decrease the need of insulin • It 
helps to reduce weight in case of obese mother. • Although pregnancy is not 
optimum time to begin vigorous exercise, the mother can do low to moderate 
intensity of exercise which is believed to be safe and beneficial. • Walking is 
often recommended and should do at the same time each day.    
 
 
 
 
 
 
 
 
 
 
 
  
 
 1 
bghJthd neh¡f« 
ïªj gÆ‰áÆ‹ KoÇš, f®¥gfhy ÚÆÊî nehíŸs jhŒkh®fŸ, f®¥gfhy ÚÆÊî nehŒ g‰¿í«, mj‹ á»¢ir 
Kiwia¥ g‰¿í« bjÆªJbfhŸtJl‹, mjid m‹whl thœÇš fil¥ão¡f cjî«. 
F¿¥ã£l neh¡f§fŸ 
f®¥gfhy ÚÆÊî nehíŸs jhŒkh®fŸ bjÆªJbfhŸs nt©oait 
 f®¥gfhy ÚÆÊî nehŒ g‰¿ m¿jš 
 mj‹ fhuÂfŸ g‰¿ m¿jš 
 f®g fhy¤âš V‰gL« ts®áij kh‰w¤fŸ g‰¿ ÇtÆ¤jš 
 f®gfhy ÚÆÊî nehŒ g‰¿ f©l¿jš 
 m¿F¿fis bjËî bgWjš 
 f®gfhy¤âdhš ÚÆÊî nehŒ¡F V‰gL« ÇisîfŸ g‰¿ ÇtÆ¤jš 
 ÚÆÊî nehahš f®g¤â‰F V‰gL« ghâ¥òfŸ g‰¿ ÇtÆ¤jš 
 f®gfhy ÚÆÊî nehia¡ f£L¥gL¤J« KiwfŸ g‰¿ ÇtÆ¤jš 
 ï‹RÈ‹ kUªij Cá _y« brY¤Jjš g‰¿ bjÆªJ bfhŸSjš 
 
 2 
K‹Diu 
f®g« v‹gJ clÈš V‰gL« xU bgÆa kh‰w«. gšntW Çjkhd Çahâfshš f®gfhy« ghâ¡f¥glyh«. ïJ 
jhŒ¡F« mtŸ fUÇ‰F« ghâ¥ò V‰gL¤J«. gšntW Çjkhd nehŒ brašghLfŸ fhuz¤âdhš f®¥gfhy« 
KGtJkhf ghâ¡f¥gL»wJ. ÚÆÊî nehÆdhš V‰gL« ghâ¥ò f®g fhy¤âš Mg¤ij ÇisÇ¡f¡ ToaJ. Mifahš 
ïu¤j gÆnrhjid brŒJ ïu¤j¤âš r®¡fiuÆ‹ msit rÆ brŒJ bfhŸtJ Äfî« e‹W. 
 
 
 3 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
1. 2 
ÃÄ 
f®¥gfhy 
ÚÆÊî nehŒ 
g‰¿ m¿jš 
F¿¥òiu 
f®gfhy ÚÆÊî nehŒ v‹gJ ïu¤j¤âš 
r®¡fiuÆ‹ msî ruhrÆÆ‹ msî¡F khwhf 
ïU¥gij Kj‹ Kiwahf f®gfhy¤âš 
f©l¿a¥gLtjhF«. 
ÇtÆ¤jš ftÅ¤jš  f®gfhy 
ÚÆÊî nehŒ 
v‹whš 
v‹d? 
2. 3 
ÃÄ 
mj‹ 
fhuÂfŸ 
g‰¿ m¿jš 
fhuÂfŸ 
 gUk‹ 
 FL«g gu«giu 
 Kjš FHªij ãw¥ò nfhshWfnshL 
ãwªjJ 
 ÉtÇ¡f Koahj fU¡fiy¥ò 
 FHªij ïwªnj ãwªjJ 
 35 taâ‰F nkš f®gkhjš 
 fU¥igÆš mâf Ú® cŸst®fŸ 
 
 
   f®gfhy 
ÚÇÊî 
nehŒ¡fhd 
fhuÂfŸ 
ahit? 
 4 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
3 5 
ÃÄ 
f®gfhy 
ÚÆÊî nehŒ 
g‰¿ 
f©l¿jš 
nehŒ f©l¿í« Kiw 
 FL«g F¿¥ò 
 kU¤Jt ßâahd fhuÂfŸ 
 FS¡nfh° r»¥ò¤j‹ik MŒî 
FSnfh° r»¥ò¤j‹ik MŒî v‹gJ 
f®gfhy ÚÇÊî nehia cWâgL¤j¡Toa 
gÇnrhjidahF«. ïJ f®gfhy¤âš24ÈUªJ 
28 thu¤fS¡FŸ brŒa¥gL«. ïâš 50 »uh« 
FS¡nfh° thŒ tÊahf vL¤J¡bfh©l 
ãwF xU kÂ neu« fÊ¤J 2 Ä.È. ïu¤j« 
vL¤J r®f¡iuÆ‹ msit nrhâ¡f nt©L«. 
ïu¤j¤âš r®¡fiuÆ‹ msî Fiwªjg£rkhf 
140 Ä.»./bl.È. ïUªjhš mJ r®¡fiu nehŒ 
cŸsij cWâgL¤J«. 
 
 
 
 
   f®gfhy 
ÚÇÊî 
nehah 
f©l¿í« 
Kiwia 
TWf? 
 5 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
4.  m¿F¿fis 
bjËî 
bgWjš 
m¿F¿fŸ 
r®¡fiu FiwjÈ‹ m¿F¿fŸ 
 mâf gá 
 Fk£lš 
 jiytÈ 
 Ça®¤jš 
 eL¡f« 
 jiy R‰wš 
 gyåd« 
 _¢R th¤Fjš 
 clš btËÆ¥nghjš 
 njhš FË®ªJ nghjš 
 k§fyhd gh®it 
 
 
 
   r®¡fiuÆ‹ 
msî 
FiwjÈ‹ 
m¿F¿fŸ 
ahit? 
 6 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
5.  r®¡fiu 
mâfkhjÈ‹ 
m¿F¿fŸ 
r®¡fiu mâfkhjÈ‹ m¿F¿fŸ 
 mâfkhd gá 
 mâf jhf« 
 mâfkhd áWÚ® fÊ¤jš 
 Fk£lš 
 jiytÈ 
 tw©l thŒ 
 gyåd« 
 nrh®î 
 _¢R th¤Fjš 
 
 
 
 
 
 
   r®¡fiuÆ‹ 
msî 
mâfkhjÈ‹ 
m¿F¿fŸ 
ahit? 
 7 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
6.  f®g 
fhy¤âdhš 
ÚÇÊî 
nehŒ¡F 
V‰gL« 
ÇisîfŸ 
g‰¿ 
ÇtÆ¤jš 
f®g¤âdhš ÚÇÊî nehŒ¡F V‰gL« 
ÉisîfŸ 
ÚÆÊî nehŒ V‰g£lhš f®g fhy¤âš 
gy kh‰w¤fŸ V‰gL«. f®gfhy¤âš áWÚuf 
bjh‰W V‰gl thŒ¥òŸsJ. ïjdhš 
ïu¤j¤âš r®¡fiuÆ‹ msî mâfÆ¥gJl‹ 
ï‹RÈ‹ njitia mâfÆ¡»wJ. ïij jL¡f 
f®gfhy¤âš jhŒkh®fŸ cliy R¤jkhf 
it¤J¡bfhŸs nt©L«. m¥go VjhtJ áW 
bjh‰W fhz¥g£lhš cldoahf kU¤Jtiu 
mQ» á»¢ir bgw nt©L«. 
f®g¤â‹ filá _‹W khj¤fËš 
Ru¥ãfŸ mâfÆ¥gjhš ïu¤jâš r®¡fiuÆ‹ 
msî mâfkhtJl‹ ï‹RÈ‹ njití« 
mâfkh»wJ. 
ãurt¤â‰F ã‹ ïu¤j¤âš 
r®¡fiuÆ‹ msî rhjhuz Ãiy¡F 
âU«ãÇ£lhjh? v‹W cWâgL¤âa ãwnf 
ï‹RÈid ÃW¤j nt©L«. ïj‰F Rkh® 
MW thu¤fŸ vL¡F«. 
   f®g¤âdhš 
ÚÇÊî 
nehŒ¡F 
V‰gL« 
ÇisîfŸ 
ahit? 
 8 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
   
ÚÇÊî nehahš f®g¤â‰F V‰gL« 
ÉisîfŸ 
áy jhŒkh®fS¡F ïªnehahš mâf 
jhf«, mâf gá, mâf áWÚ® btËnaWjš, 
gyåd« ngh‹w m¿F¿fŸ V‰gL«. ïJ 
jhiaí« fUití« ghâ¡F«. 
jhŒ¡F V‰gL« ghâ¥ò 
 f®g¤âdhš ïu¤j mG¤j« mâfÆ¤jš 
 áWÚ® bjh‰W 
 fU¥igÆš mâf Ú® c©lhjš 
 fU¥igÆš fU jtwhd ÃiyÆš ïU¤jš 
 Ú©l neu ãurt tÈ 
fUÇ‰F V‰gL« ghâ¥ò 
 bgÇa FHªij 
 j©Ltu nfhshWfŸ 
 Rthr nfhshWfŸ 
 ïUja nfhshW 
   ÚÇÊî 
nehahš 
f®g¤â‰F 
V‰gL« 
ÇisîfŸ 
ahit? 
 9 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
7.  f®gfhy 
ÚÇÊî 
nehia¡ 
f£L¥gL¤J« 
KiwfŸ 
g‰¿ 
ÇtÆ¤jš 
á»¢ir Kiw 
f®¥gfhy ÚÇÊî nehia f£L¥gL¤j 
nt©oa á»¢ir Kiwahtd 
 czî f£L¥gh£L Kiw 
 cl‰gÆ‰á 
 ï‹RÈ‹ 
ïu¤j¤âš r®¡fiuÆ‹ msit 
f£L¥gL¤âdhš f®¥gfhy¤âš V‰gL« 
Çisîfisí«, rhÇ‹ v©Â¡ifiaí« 
Fiw¡fyh«. 
czî f£L¥ghL 
rÇÉ»j czîKiw, vil f£L¥ghL 
ïitbašyh« f®gfhy ÚÆÊî nehíŸs 
jhŒkh®fŸ filão¡f nt©oait. 
rÆahd vilíŸs jhŒ¡F xU ehË¡F 
35 fnyhÆ/ »nyh fnyhÆ msîfËš 20%-
30% òuj¤âÈUJ, 40%-60% khî 
r¤âÈUªJ 25%-40% bfhG¥ò r¤âÈUªJ 
    
 10 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
vL¤J¡bfhŸs nt©L«. 
f®g fhy ÚÆÊî nehŒ jhŒkh®fŸ 
vL¡F« bkh¤j fnyhÆia _‹W Kiw 
czî, _‹W Kiw â‹g©l« vd¥ ãÆ¤J 
c©z nt©L«. 
f®gfhy¤âš filá eh£fËš 
beŠbrÆ¢rš c©lhdhš kU¤Jtiu mQ» 
á»¢ir bgw nt©L«. 
ïuÇš mâfkhf r®¡fiuÆ‹ msî 
Fiwí« thŒ¥òŸs jhŒkh®fŸ gL¡if¡F 
K‹ òuj r¤J mšyJ khî¢r¤JŸs 
â‹g©l« vL¤J¡bfhŸs nt©L« (gU¥ò 
mšyJ R©lš) ïJ bkJthf brÆ¥gj‰F 
cjî»wJ. 
f®gfhy ÚÆÊî nehŒ cŸs jhŒ¡F 
vil 10ÈUªJ 12 tiu mâfÇ¡f nt©L«. 
ïjdhš jhŒkh®fŸ mt®fsJ vilia 
rÆgh®¤J¡ bfhŸs nt©L«. 
 
 11 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
   
jÉ®¡f nt©oa czî tiffŸ 
 r®¡fiu, btšy«, nj‹, FSnfh° k‰W« 
ïÅ¥ò tiffŸ 
 ng¡fÇ bghU£fshd »ß«, ã°f£°, g¥°, 
ng°lß°. 
 cy®ªj bfh£il k‰W« gH tiffŸ 
(ghjh«, ã°jh, nj¤fhŒ, Ãy¡fliy, 
KªâÇ, cy®ªj âuh£ir) 
 FË®ghd¤fŸ (bg¥Ì, Äuh©lh) k‰W« 
ïsÚ® 
 r¤J ghd¤fŸ (ó°£, Ah®È¡°) 
 beŒ, lhšlh, bt©bzŒ, nj¤fhŒ 
v©bzŒ 
 v©bzÆš bghÇ¤j g©l§fshd (til, 
g{Í, Û‹ tWtš, ngh©lh, óÆ) 
ngh‹wit 
 Ó¤jhgH«, kh«gH«, thiH¥gH«, r¥ngh£lh, 
m‹dh¢á, ngÆ¢r«gH« 
 bfhG¥ò r¤J Ä¡f khÄr czî 
   vªj czî¥ 
bghU£fËš 
r®¡fiuÆ‹ 
msî 
mâfkhf 
cŸsJ? 
 12 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
tiffshd K£ilÆ‹ kŠrŸ fU, cW¥ò 
khÄr¤fshd _is, <uš k‰W« 
M£oiw¢á, kh£L ïiw¢á 
 ikjh khî, btŸis uit 
 gH¢rhW 
 #h«, b#šÈ, rh¡ny£, rh° tiffŸ 
Èœf©l F¿¥òfis ã‹g‰w nt©L« 
 xnu rka¤âš mâf czî c©gij Çl 
á¿J á¿jhf 6 KiwfŸ rh¥ãyh«. 
 f©o¥ghf Éuj« filão¡f¡ TlhJ 
 mâf msî eh®¢r¤J ÄFªJ czî¥ 
bghU£fshd Èiu tiffŸ, nry£, gaW 
tiffŸ, fhŒf¿fŸ M»at‰iw nr®¤J 
bfhŸtj‹ _y« r®¡fiu Çahâiaí«, 
bfhG¥ò r¤ijí« f£L¥gh£L¡FŸ it¤J¡ 
bfhŸsyh«. 
 eil gÆ‰á nk‰bfhŸs nt©L«. ïJ 
clš vilia Fiw¤J Mnuh¡»akhf 
ïU¡f cjî«. 
 13 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
 igÆš v¥bghGJ« r®¡if (m) Ä£lhŒ (m) 
FS¡nfh° it¤J¡bfhŸs nt©L«. 
ïij jhœÃiy ïu¤j r®¡fiu tªjhš 
vL¤J¡bfhŸs nt©L«. 
 všyh jhÅa¤fS« Vw¤jhH xnu msî 
r¡âia¤jh‹ (fnyhÆ) bfhL¡»‹wd. 
nfhJik k‰W« uh» k£L« rh¥ãLtjhš 
r®¡fiuÆ‹ msit f£L¥gL¤j KoahJ. 
vdnt r®¡fiu Çahâ cŸst®fŸ 
mÆáiaí« msthf m‹whl czÇš 
nr®¤J¡bfhŸsyh«. 
 xnu rikaš v©bzŒ cgnah»¡fhkš 
kh‰¿ cgnah»¡fî«. 
 btW« tÆ‰¿š gÆ‰á nk‰bfhŸs¡ 
TlhJ, vbdÅš jhœÃiy r®¡fiu V‰gl¡ 
TL«. 
 cztUªJ« K‹ j©Ü® Fo¥gj‹ 
_ykhfî«, g¢ir fhŒf¿fË‹ fyit 
vL¥gj‹ _ykhfî« czî c£bfhŸS« 
msî Fiwí«. 
 
 14 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
   
khî¢r¤J Ãiwªj czî tiffŸ 
 jhÅa¤fŸ 
 mÇá 
 gU¥ò tiffŸ 
 ghš 
 gH¤fŸ 
 fhŒf¿fŸ 
 g¢ir ÈiufŸ 
òuj¢r¤J Ãiwªj czî tiffŸ 
 gU¥òfŸ 
 Kisf£oa gaWfŸ 
 K£il 
 ghš 
 ïiw¢á 
 g¢ir fhŒf¿fŸ 
    
 15 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
   
bfhG¥ò r¤J Ãiwªj czîfŸ 
 bt©bzŒ 
 beŒ 
 ïiw¢á 
 K£ilÆ‹ kŠrŸ fU 
 ghyhil 
 nj¤fhŒ v©bzŒ 
 Û‹ 
cl‰gÆ‰á 
f®gfhy ÚÆÊî nehŒ á»¢ir KiwÆš 
Äf K¡»akhd x‹W cl‰gÆ‰á brŒtjhF«. 
cl‰gÆ‰áÆ‹ neh¡f« 
cl‰gÆ‰á brŒtjhš clÈš cŸs 
jirfŸ ïu¤j¤âš cŸs r®¡fiuÆ‹ 
msÇid vL¤J¡ bfhŸ»wJ. ïjdhš 
ïu¤j¤âš r®¡fiuÆ‹ msî Fiw»wJ. 
    
 16 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
ï‹RÈ‹ njitia Fiw¡»wJ. 
ïJ gUkdhd jhŒkh®fS¡F vilia 
Fiw¡f cjî»wJ. 
f®gfhy«, mâf áukkhd cl‰gÆ‰á 
brŒa rÆahd neu« ïšyhÇ£lhY« 
ïyFthd cl‰gÆ‰á brŒayh«. âdK« 
eilgÆ‰á nk‰bfhŸtjhš clšÃiy 
Ó®bgW«.  Rthr« r«gªjkhd cl‰gÆ‰áia 
gh®¡»Y« eilgÆ‰ána áwªjJ. xU ehŸ 
cl‰gÆ‰á brŒJ kWehŸ x‹W« brŒahkš 
ïU¥gij Çl âdK« 30 ÃÄl¤fŸ 
eilgÆ‰á brŒtJ ešyJ. 
xG¤f‰w cl‰gÆ‰á ekJ cliy 
ghâ¡F«. mjdhš v¥bghGJ« tF¤J 
mik¡f¥g£l cl‰gÆ‰áfis nk‰bfhŸs 
nt©L«. 
cl‰ãÆ‰áÆ‹ nghJ jiytÈ, jiy 
R‰wš, Ça®it ngh‹w m¿F¿fŸ V‰g£lhš 
á¿J r®¡fiuia vL¤J¡bfhŸs nt©L«. 
 17 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
8.  ï‹RÈ‹ 
kUªij 
Cá _y« 
brY¤Jjš 
g‰¿ bjÆªJ 
bfhŸSjš 
ï‹RÈ‹ 
czî Kiw k£L« ÚÇÊî nehia 
Ó®gL¤j Koahkš nghdhš, ï‹RÈ‹ 
Kiwiaí« nk‰bfhŸs nt©L«. f®gK‰w 
jhÆ‹ r®f¡iu msî ïu¤j¤âš czî¡F 
K‹ 105 Ä.»/bl.È.I Çl mâfkhf 
ïUªjhnyh mšyJ czÇ‰F ã‹ 140 
Ä.»./bl.È.I Él mâf« ïUªjhnyh ï‹RÈ‹ 
Kiwia ifahs nt©L«. thŒtÊ 
czî¡F ½ kÂ neu¤â‰F K‹ ï‹RÈ‹ 
Cá nghl nt©L«. ï‹RÈ‹ Cáia nghl 
áwªj ïl« ã‹d¤if k‰W« K‹bjhil. 
nkY« x›bthU Kiw ï‹RÈ‹ Cá nghL« 
nghJ« ïl¤ij kh‰w nt©L« (fhiyÆš 
ifÆY«, khiyÆš bjhilÆY«). 
ï‹RÈid FË®rhjd bg£oÆš it¤jš 
nt©L« v‹w f£lha« ïšiy. 
å£oš ïU¡F«nghJ ftÅ¡f nt©oait 
 jtwhkš ï‹RÈ‹ vL¤J¡bfhŸs 
nt©L«. 
 fUÇ‹ Jo¥ig ftÅ¡f nt©L«. 
    
 18 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
 cl‰gÆ‰áia jtwhkš brŒa nt©L«. 
 ÚÇG nehia¡ f£L¥gL¤J« czî 
Kiwia¥ ã‹g‰w nt©L«. 
 jtwhkš f®gfhy gÆnrhjid¡F tu 
nt©L«. 
kf¥ngW ã‰fhy« 
 kf¥ngW ã‰fhy¤âš 98% f®gfhy ÚÇÊî 
nehahËfŸ rÆahd r®¡fiuÆ‹ msit 
milth®. 
 FHªij ãwªj MW thu¤â‰F ã‹ thŒtÊ 
FS¡nfh° mUªâ ÚÆÊî nehŒ cŸsjh 
vd gÆnrhjid brŒa nt©L«. 
 »UÄ jh¡FjÈš ïUªJ j‰fh¤J¡ bfhŸs 
»UÄ eháÅia vL¤J¡bfhŸs nt©L«. 
 FHªij¡F jhŒ¥ghš bfhL¥gJ mtáa«. 
 
 
 
 19 
t. 
v© 
neu« 
F¿¥ghd 
neh¡f¤fŸ 
bghUsl¡f« 
MuhŒ¢á 
ahs® 
braš 
khzt®fŸ 
brašfŸ 
xÈ, xË rh® 
cgfuz¤fŸ 
kâ¥ÕL 
fU¤jil brŒjš 
 thŒtÊ c£bfhŸS« fU¤jil 
kh¤âiufis rh¥ãl¡ TlhJ. ïJ ïuj¤âš 
cŸs r®¡fiuia mâfÆ¡F«. 
 fh¥g®-o Kiwia cgnah»¥gJ 
ghJfh¥ghdJ. Mdhš bjh‰W tuhkš 
ghJfh¥ghf ïU¡f nt©L«. 
 Äfî« ghJfh¥ghd fU¤jil Kiw 
MQiwia (Ãnuh¤) cgnah»¥gjhF«. 
 
 20 
Koîiu 
ïJtiu eh« f®gfhy ÚÆÊî nehŒ g‰¿í«, mj‹ brašghLfŸ g‰¿í«, mªnehŒ¡fhd á»¢ir 
Kiwfisí« f©nlh«. jhkhfnt Cá _y« ï‹RÈ‹ brY¤â¡bfhŸtJ ïJ c§fS¡F Äfî« cgnahfkhf 
ïU¡F« vd Ãid¡»nw‹. ï‹W gh®¤j všyh ÇâKiwfisí« ã‹g‰¿dhš ïªnehÆ‹ Çisîfis¤ jL¡f 
Koí«. nkY« jhŒnrŒ ey¤ijí« ngz Koí«. 
PATIENT CONSENT FORM 
TITLE: 
Name of Participant                                         : 
Date   : 
Age/sex  : 
Name of the Principal 
Investigator 
 
: Dhatshnamoorthy Parimalam 
Name of the institution                     :madras medical college, Chennai-03 
Enrollment No                                   :
Documentation of the informed 
consent 
:  
 
I    have read/it has been read for me, the information in this form. I 
was free to ask any questions and they have been answered. I am over 18 years of age 
and exercising my free power of choice, hereby give my consent to be included as a 
participant in the study. 
 I have read and understood this consent form and the information provided to 
me. 
 I have had the consent document explained in detail to me. 
 I have been explained about the nature of my study. 
 My rights and responsibilities have been explained to me by the investigator 
 I am aware of the fact that I can opt out of the study at any time without having 
to give any reason and this will not affect my future treatment in this hospital. 
 I hereby give permission to the investigators to release the information 
obtained from me as a result of participation in this study to the regulatory 
authorities, government agencies and Institutional ethics committee. I 
understand that they are publicly presented. 
 My identity will be kept confidential if my data are publicly presented. 
 I  have had my questions answered to  my satisfaction 
 I am   aware that I have any question during this study; I should contact the 
concerned investigator. By signing this consent form I  attest that  the   
information given in this document   has been clearly explained   to me   and 
understood   by me .  I  will be given a  copy of this consent form. 
 
1. Name   and signature /  thump impression of the participant(or legal 
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Name :__________________Signature:____________                        
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2.  Name   and signature of   impartial  witness   ( required   for illiterate   
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Name :__________________Signature:____________                        
Date: ____________________  
3. Name   and signature of     the  Investigator or her   representative   
obtaining consent: 
 
Name :__________________Signature:____________                        
Date: ____________________  
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programme 
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Confidentiality of the information obtained from you 
         You have the right to confidentiality regarding the privacy of your personal 
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         The participation in this research is purely voluntary and you have the right to 
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Your Privacy in the research will be maintained throughout study. In the event 
of any publications or presentation resulting from the research, no personally 
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FIGURE : 2 SCHEMATIC REPRESENTATION OF 
RESEARCH DESIGN  
 
 
Target Population primigravida mothers  
Out-patient antenatal department at IOG 
Accessible Population 
Primi gravida mothers with GDM 
Sample Size 
60 Primi gravid mothers 
convenient Sampling Technique  
Pretest assessment of primi gravid mother knowledge level self 
administration of insulin 
 
Video assisted teaching of self administration of insulin  
 
Post Test Assessment 
Data Analysis and Interpretation 
By descriptive and inferential statistics 
Findings 
Reporting/ Thesis 
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Fig: 4.1 Age wise distribution of Primigavida mothers shows the result of 26-30 years gesttional diabetes mothers 
are 66.6%,22-25 years are  26%,above 30 years are 6.7%,18-21 years are 0.0%. 
 4  
 
Fig: 4.2 Education status wise distribution of Primigavida mothers shows the result of higher secondary gestational 
diabetes mothers were 45.0%, diploma/graduation are 26.7%,primary education are 18.3%, non formal educa tion are 
10.0%. 
 5  
 
Fig:4.3 Occupations status wise distribution of Primigavida mothers shows the result of Housewife gestational 
diabetes mothers were 52.%, Coolie were  26%,Self employee were 17%, Govt employee were 5%. 
 6  
 
Fig:4.4  Family system wise distribution of Primigavida mothers shows the result of Nuclear family gestational 
diabetes mothers were 73.%, Joint family are 27%. 
 7  
PLACE OF RESIDENCE 
rural
urban
 
Fig:4.5  Type of family system  of Primigavida mothers shows the result of  Urban gestational diabet es mothers 
were 46.7%, Rural gestational diabetes mothers were 53.3%. 
 8  
Sales 
vegetarian
non vegetarian
 
Fig :4.6 Place of  Residence Primigavida mothers shows the result of  Non vegetarian gestational diabetes mothers 
were 80 %, Vegetarian gestational diabetes mothers were 20 %. 
TYPE OF DIET 
 9  
 
Fig:4.7 Gestational age of Primigavida mothers shows the result of  29-32 weeks gestational diabetes mothers were 
40.0%,25-28 weeks gestational diabetes mothers were 33.3%,21-24 weeks were 26.7%, 16-20 weeks were 0.0%. 
 10  
 
Fig:4.8  Duration of  Diabetes mellitus wise Primigavida mothers shows the result of  one month  gestational 
diabetes mothers were 46.7%, Two month gestational diabetes mothers were 33.3%, Three month were 13.3.7%, > Three 
month were 6.7%. 
 11  
 
Fig: 4.9  Family history of Primigavida mothers shows the result of  None gestational diabetes mothers were 40.0%, 
Grandfather diabetes mothers were 16.7%, Grandmother were 13.3.%, Father history were 15.0% mother history 15.0%. 
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Fig: 4.10 Test usedPrimigavida mothers shows the result of  PPBS diabetes mothers were 60 %, FBS diabetes 
mothers were 40.%. 
 13  
 
Fig: 4.11 Pre-test of mothers shows the result of  Inadequat level  mothers are 75.0%, Moderate level  are 25.0%, 
adequate level are 0.0.%. 
 14  
 
Fig: 4.12 Post-test of mothers shows the result of  Inadequat level  mothers were 80.0%, Moderate level  were 
20.0%, adequate level  were 0.0.%. 
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Fig 4.13: Box Plot Compares the primigravida mothers pretest and post test  knowledge score 
 16  
 
 
Fig:4.15 Percentage wise general knowledge 32.50%, Signs and symptoms 36.00%, Health education diet 31.67%, 
Exercise wise 44.00%, and Management wise 31.30%. 
 17  
 
 
Fig: 4.14 Domain wise pre-test of general knowledge 51.33%  and post-test general knowledge 83.83%, Signs and 
symptoms pre-test 42.44% post-test 78.50%, Health education diet for pre-test 49.44%, post test 81.11%, Exercise wise 
pre-test 36.67%, post-test 80.67%, and Management wise pre-test 46.20%, post-test 77.50%. 
 18  
 
Fig: 4.16 Pre-test level of knowledge  inadequate score 75.0%, Moderate score  25.0%,Adequate 0.0%, Post-test 
level of knowledge  inadequate score 80.0%, Moderate score 20.0%,Adequate 0.0%.  
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Fig: 4.17 Post-test level of knowledge of mothers age 26-30 inadequate score 0.0%, Moderate score 10.0% (30), 
Adequate 90.0%, mothers age >30 inadequate score 0.0%, Moderate score 22.0%, Adequate 75.0%, mothers age 22 -25 
inadequate score 0.0%, Moderate score 43.8%, Adequate 56.2%.  
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Fig:4.18 Post-test level of knowledge  score in education of  higher secondary inadequate score 0.0%, Moderate score 
11.0%, Adequate 88.9%, Diploma / Graduation  score inadequate score 0.0%, Moderate score 12.5%, Adequate 87.5%. 
Primary education inadequate score 0.0%, Moderate score 27.3%, Adequate 72.7%, non formal education inadequate score 
0.0%, Moderate score 66.7%, Adequate 33.3%. 
 21  
 
Fig:4.19 Post-test level of knowledge  score in Gestation week of  21-24 inadequate score 0.0%, Moderate score 
6.3%, Adequate 93.7%, 25-28 week score inadequate score 0.0%, Moderate score 10.0%, Adequate 90.0%. 29 -32 week 
inadequate score 0.0%, Moderate score 73.5%, Adequate 62.5%, 16-20 week inadequate score 0.0%, Moderate score 
0.0%,Adequate 0.0%. 
 22  
 
Fig:4.20 Post-test level of knowledge  score  of duration of Diabetes Mellitus One month inadequate score 0.0%, 
Moderate score 10.7%, Adequate 89.3%, Two month score inadequate score 0.0%, Moderate score 15.0%, Adequate 
85.0%, Three month inadequate score 0.0%, Moderate score 50.0%, Adequate 50.0%, >3 month inadequate score 0.0%, 
Moderate score 50.0%, Adequate 50.0%. 
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Fig:4.21 Association between  knowledge gain  score and Demographic variables  in age >30 years high score 
11%,Primary education level high score in 13.7%,Type of family level high score in 21 -24 years 14.7,and Place of living 
high score in Two months 11.4%. 
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